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Question Asked:  
Do you care for your C-Sections following a spinal directly from the OR to the OBS floor? Or must they go to PACU for a period of time?

If they go direct to the OBS floor

       How was this implemented 
       How are these units  staffed to facilitate  if they provide this care
       Learning packages for obstetrical nurses to recover elective c-sections on their unit after a spinal
       Any related documents. 


2) Also if you have a policy or procedure that addresses adoption we are looking to update our current document.
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	Ash Aylwin, CHE. MHSc (Health Admin), RN CNCC(C)
Professional Practice Leader, Nursing | Department of Professional Practice, Education, & Risk
Rm. 2906, Mackenzie Health, 10 Trench Street, Richmond Hill, ON L4C 4Z3
T: (905) 883-1212 ext. 7251 // Ash.Aylwin@MackenzieHealth.ca

	1 )Do you care for your C-Sections following a spinal directly from the OR to the OBS floor? NO Or must they go to PACU for a period of time? Our Post CS patients stay up to 2 hours in L&D recovery room to undergo assessment of phase 1 of recovery.

If they go direct to the OBS floor

1. How was this implemented 
1. How are these units  staffed to facilitate  if they provide this care
1. Learning packages for obstetrical nurses to recover elective c-sections on their unit after a spinal
1. Any related documents. 


	
	



	Sandra Parsons 
DOCUMENT MANAGEMENT SPECIALIST
PROFESSIONAL PRACTICE
596 Davis Drive, Newmarket, ON, L3Y 2P9
T: (905) 895-4521 ext. 2435
Email: sparsons@southlakeregional.org

	
	
	



	Jocelyn Patton-Audette, RN, IBCLC, BN 
Nurse Clinician, Women and Child Care Unit 
Grey Bruce Health Services │ Owen Sound 
T 519.376.2121 x2952 | F 519.372.3957
www.gbhs.on.ca

	We recover our c-sections done with regional anesthesia in L&D following the same criteria as PACU – stable and evidence of block resolving. So, usually about 2 hours from arrival in the L&D PACU room because it takes that long to do all the initial baby assessments along with mom’s care and get a feed done. 

The sections don’t go directly to the floor because the workload absolutely requires 1:1 care for at least 2 hours. The main PACU doesn’t have this ratio for sections but they don’t care for a baby at the same time. 

We staff a nurse for our booked c-sections who is in addition to the nurse staffed for L&D. After the section she floats or does a second induction etc.  Urgent/emergent sections are recovered in L&D as workload permits, and we don’t recover GAs. 

	
	


	Tasha Vandervliet, RN, BScN
Nurse Educator

Huron Perth Healthcare Alliance
46 General Hospital Drive
Stratford, Ontario
N5A 2Y6

519-272-8210 ext. 2327
tasha.vandervliet@hpha.ca

	The Labour and delivery nurses are trained during their Orientation.

Typical Staffing for the LDRP and Paediatric Unit:
-          L&D - 1 nurse:1 patient
-          Postpartum - 1 nurse could have up to 4 dyads (mom&baby)
-          Paediatrics - 4 patients to 1 nurse depending on acuity
-          Special Care Nursery - 1 nurse : 3 babies, again depending on acuity

2) Also if you have a policy or procedure that addresses adoption we are looking to update our current document.
We do not have a policy regarding Adoption. 

	
	

	Stacey Sim RN, BScN, MHS
Clinical Educator-
Woodstock Hospital
310 Julianna Dr
519-421-4233 ext 2729

	
	
	




	Mary-Lou Albers RN, BScN
Professional Practice and Education Coordinator
Listowel and Wingham Hospitals Alliance 
www.lwha.ca
519-291-3125 ext 5374

	We do care for our C-section patients in the PACU for a period of time before moving back to the Obs unit. 
We do not have an adoption policy. Sorry I could not be more helpful
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INTRODUCTION

The Postanaesthesia Care Complication Self-Learning Manual is a valuable
teaching resource is based on the Vancouver Community College (VCC)
PeriAnaesthesia Nursing Certificate Course. Quinte Healthcare Corporation
(QHC) would like to thank Vancouver Community College for their assistance in
the development of this manual.

This Postanaesthesia Care Complication Self-Learning Manual is a resource
designed to assist nurses gain and maintain competency in recognizing and
managing postanaesthesia complicationsduring phase one post-operative
recovery.

The nurse will access resources in an appropriate and timely manner when a
learning need is identified.

OBJECTIVES

e Assist the nurse in identifying a variety of post-op complications

¢ Increase clinician awareness of risk factors for post-op complications

e Enhance knowledge of nursing interventions to manage post-op
complications
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THEORY

Complications can occur during any phase of the patient’s perianaesthesia
experience. From allergic reactions to preoperative medications in the holding
area to postanaesthesia airway obstruction, situations arise that require the
perianaesthesia nurse to be vigilant, prompt with his/her actions and render
appropriate treatment. The immediate postoperative period is the most
vulnerable period for the patient. Prevention of postoperative complications is an
essential role in perianaesthestic nursing. For the phase one nurse an
understanding of normal progression allows the nurse to recognize subtle
changes in the patient during this phase of recovery.

RESPIRATORY COMPLICATIONS

Avoidance of post-operative pulmonary complications such as atelectasis,
pneumonia, and respiratory failure place airway management and respiratory
care in the forefront of perianesthestic nursing. Prevention of these types of
complications helps to reduce patient morbidity and mortality rates. The
perianesthestic nurse works towards initial prevention of these serious
complications by maintaining and improving the patient’s respiratory function
during the immediate postoperative period.

Airway Obstruction

Altered states of consciousness resulting from anaesthetic leave patients with
limited ability to protect their airway. Gag, cough and swallowing reflexes can be
partially or completely absent.

Mechanical airway obstruction, caused by relaxation of the tongue, can occur
frequently in patients who have not fully recovered from anaesthesia (opioid,
sedation and residual Neuromuscular Blocking Agents (NMBA)).

Treatment includes verbal or tactile stimulation of the patient, airway
repositioning with a chin lift or jaw thrust, insertion of an oral/nasal airway (does
not always secure airway patency) or application of positive pressure via a Bag-
Mask-Valve (BMV) device. Positioning of patient in the “recovery” position (side
lying with head down) to facilitate drainage may also help airway patency.
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Laryngospasm

Laryngospasm is an involuntary partial or complete closure of the vocal cords
caused by secretions or irritation of the laryngeal reflexes during emergence.
Laryngeal edema and spasm require immediate recognition and prompt
treatment as both can cause partial or complete obstruction of the airway. While
all patients who have been intubated are at risk the following are some additional
risk factors:

e Age
o Children especially 1-4 years of age
History of asthma
Smoking
COPD
Accumulation of secretions in the back of the throat
Surgeries of the neck, throat, sinuses or nose
Traumatic intubation
Excessive manipulation of the endotracheal tube (ETT)
Too large an ETT
Over inflation of ETT cuff
Obesity
Sleep apnea
Short neck
Parkinson’s disease
Hypoxia
Allergic reactions
Frequent suctioning or coughing

Although the onset can be latent, laryngeal edema and laryngospasm usually
develops a few minutes after extubation. The following signs and symptoms can
range from mild to severe:

Hoarse voice

Stridor

Barking or brassy cough

Wheezing

Supraclavicular indrawing

Nasal flaring

Rocking chest/ paradoxical chest or abdominal movements

Rapid drop in oxygen saturations

Decreased/absence of spontaneous ventilation

Emergency management for this form of respiratory distress focuses on
maintaining a patent airway, promoting ease of breathing, reducing anxiety and
treating laryngeal edema and vocal cord spasm.
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Nursing Interventions include:

e Inform physician

e Position patient to promote ease of breathing

e Provide cool humidified oxygen and try to maintain saturations >95%

e Instruct patient to try to breath slowly

e Try to alleviate patient’s anxiety

e Monitor VS especially respiratory rate, breath sounds, and overall air
entry

e Apply jaw thrust if needed

e |If complete airway occlusion initiate immediate ventilation with a Bag-
Mask-Valve (BMV) and 100% oxygen

o Sometimes the positive pressure from the BMV is enough to open
the cords to allow the intake of oxygen
e Prepare for reintubation

Subglottic Edema

For paediatric patients airway obstruction can be caused by subglotic edema,
usually observed in children aged 1 to 4 years. Other causes can be traumatic
intubation, tight fitting ETT, coughing around the ETT, surgery of the head and
neck or procedure time lasting longer than an hour.

Signs and Symptoms
e Crowing respirations
e Stridor

e Rocking chest wall respirations

Nursing Interventions include:

e Inform physician

e Provide cool humidified oxygen and try to maintain saturations >95%

e Instruct patient to try to breath slowly

e Try to alleviate patient’s anxiety

e Monitor VS especially respiratory rate, breath sounds, overall air entry
Page 5 of 16 Postanaesthetic Care Complications- Self-Learning Package

2/12/2013





Bronchospasm

Bronchospasm is a narrowing of the bronchi and bronchioles due to smooth
muscle contraction. Bronchospasm may be the result of preexisting asthma,
allergy or anaphylaxis, histamine release, mucous plugging, aspiration,
pulmonary edema or foreign body aspiration.

Signs and Symptoms

e Cough

e Expiratory wheezing

e Dyspnea

e Use of accessory muscles to breath
e Tachypnea

Nursing Interventions include:

Inform physician

Identification of cause and removal of cause
Oxygen administration

Suctioning of secretions

Ventilatory support may be necessary
Prepare for reintubation

Aspiration

Identified as a high —risk, low frequency occurrence, aspiration may be observed
in the postoperative setting. The patient with a full stomach or nasal/oral airway
with a returning gag reflex may become nauseated and vomit placing them at
risk.

Signs and Symptoms

Unexplained tachycardia

Unexplained tachypnea

Cough

Bronchospasm

Hypoxemia

Atelectasis

Acute respiratory distress syndrome (ARDS)

Aspiration can trigger laryngospasm, infection and pulmonary edema thus
prevention through pre-operative risk assessment is paramount. After surgery,
maintenance of the ETT until airway reflexes have returned and positioning the
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patient with their head to the side or left lateral decubitus position may aid at
decreasing the risk. If aspiration occurs the nursing intervention are aimed at
correcting hypoxemia, maintenance of hemodynamic stability, and preparation for
reintubation.

Respiratory Depression and Hypoxia

Varying levels of hypoxia can lead to hypercapnea making the monitoring of
oxygen saturation vital. Additional signs of respiratory depression can include
hypoventilation, dyspnea, wheezing, tachycardia, and anxiety.

Hypoventilation may result from:
e residual anesthetic agents, opioids, NMBAs
e inadequate reversal of opioids, sedatives and NMBAs
e thoracic and abdominal incisions

The patient can exhibit signs of decreased respiratory rate, increased end tidal
CO2 and an increased PaCOoa.

Nursing Intervention

O2 administration

Verbal and tactile stimulation

Deep breathing exercises

Repositioning

Cautious use of analgesics and sedatives

Fluid overload, congestive heart failure (CHF) or acute pulmonary injury can
result in pulmonary edema. Treatment is prompt identification and management
of the underlying cause.

Non cardiogenic pulmonary edema may be a result of upper airway obstruction
(laryngeal edema or spasm, bolus dose of Naloxone, incomplete reversal of
NMBA and a significant period of hypoxia).

Nursing Intervention
e O2administration

¢ Maintenance of a patent airway
e Prepare for reintubation
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ANAESTHESIA RELATED COMPLICATIONS
Delayed Awakening

Delayed awakening is frequently linked to residual general anesthetic agents.
High concentrations of inhaled anesthetic gases result in hypoventilation which
consequently limits exhalation and prolongs the effect of the inhaled anesthetic
gases. The use of narcotic and benzodiazepines also contribute to
hypoventilation, hypercapnea and sedation.

Causes:

e Advanced age
Hepatic and renal dysfunction
Acute metabolic disorders
Hypothermia
Residual NMBA
Variance amongst patients’

Treatment of prolonged or delayed awakening sometimes depends on careful
investigation into and identification of underlying causes. This begins with
informing the anaesthetist and reviewing the following:

Vital signs

Preoperative, intraoperative and standing patient medications
Fluid and electrolyte imbalances

Any underlying diseases that effect the lung, kidneys or liver
Potential metabolic disturbances

Nursing Interventions:

e O2administration
e Maintenance of cardiac output
e Correct hypothermia

Agitation and Delirium

Emergence delirium and agitation does occur. It has a higher incidence among
children, the elderly and those with a drug dependency or psychiatric disorders.
The medications administered before/during surgery and the patient's emotional
state pre-operatively can increase the risk.
It can be characterized by:

e Combativeness

e Slurred speech

e Severe restlessness
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Extended disorientation
Persistent moaning
Crying or screaming
Irrational talking
Inappropriate behaviours

As with other adverse reactions it is important to treat the underlying cause and
initiate specific therapy as well as protect the patient from injury. These patients
will need constant observation and several staff maybe needed to maintain
patient and staff safety.

Nausea and Vomiting

Nausea and vomiting are common consequences of anaesthesia. For many
patients it serves as the most unpleasant part of surgery and often occurs within
the first 24 hours post-operatively. Early treatment with antiemetics is often
successful in relieving this unpleasant post-operative complication.

Perianesthesia care of the patient who is vomiting focuses on airway protection
and management. Assessment of the patient’s respiratory status should be
made during and after the vomiting episode and if any concern of aspiration is
noted immediate notification of physician is required.

CARDIOVASCULAR COMPLICATIONS
Bleeding

Certain types of surgeries place the patient at higher risk for bleeding and other
factors that influence the patients’ risk for bleeding include undiagnosed
coagulopathies and medications taken preoperatively that increase coagulation
time.

Assessment for bleeding focuses on monitoring vital signs and observing for
obvious and occult bleeding signs. The obvious signs of bleeding will be picked
up on routine q15 minute assessments (drains, operative site, 00zing, look under
the patient as blood will flow downwards). Turn the patient from side to side so
dependent pools of blood/fluid will drain out. Check for hematoma formation at
operative site (the abdomen can hold over a litre of fluid before any signs of
distention is noticed).

If bleeding is excessive the patient will go back to the OR.
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Hypotension

Hypotension is defined as blood pressure that is less than 20% of the baseline
blood pressure. Hypotension is fairly common and can be transient or sustained.
It can be the result of the effects of drugs, low cardiac output or reduced
circulating volume and it is critical to identify the cause.
Assess:
e Vital signs and trends
e Oxygenation
e Arterial Blood Gases (ABGS)
e Patient’s routine medications and those taken pre-operatively
e Low circulating volume
e Hypotension related to spinal/epidural anesthesia
e Heart rate and rhythm
Signs of hypovolemia
o Tachycardia
o Hypotension
o Inspect dressing and drainage systems
Signs of active bleeding
o Excessive drainage
Unrelieved pain
Swelling over operative site
Abnormal CBC
Abnormal coagulation profile

0O O O O

Hypertension

Hypertension is defined as blood pressure that is more than 20% of the baseline
blood pressure. Verify blood pressure findings by ensuring the right size blood
pressure cuff is used or that the transducer (if using arterial line) is calibrated
correctly. The most frequent cause of hypertension is pain.

Other causes can include:

Stress

Hypoxemia

Shivering

Delirium

Hypercarbia

Fluid overload

Bladder distention

Hypothermia
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The elevation in blood pressure is usually benign and short lived; however
hypertension can precipitate myocardial ischemia in patients’ with coronary artery
disease as a result of the stimulation of the sympathetic nervous system.

Myocardial Ischemia or Infarction

Acute myocardial infarction (Ml) is a medical emergency in PACU. Management
of this complication focuses on pain control, restoration of myocardium perfusion,
and minimization of damaged cardiac tissue.

Myocardial ischemia or infarction can be brought on by reduction of cardiac
output (hypotension, hypovolemia), agitation and delirium, low hemoglobin,
stress of surgery and shivering.

Patients at increased risk:

e Elderly
e Diabetics
e History of cardiac disease

Arrhythmias are fairly common in the postoperative period and management is
based on early recognition, evaluation and appropriate treatment.
THERMOREGULATION COMPLICATIONS

Hypothermia

Hypothermia is defined as a core temperature of less than 36° C. Signs and
symptoms of hypothermia include shivering, restlessness, discomfort and cold
pale extremities. This state may lead to delayed drug clearance, myocardial
ischemia, unexplained hypertension and residual paralysis from NMBA.
Interventions include active warming and supplemental oxygen administration.

Hyperthermia

Hyperthermia is defined as a core temperature of more than 38°C. Signs and
symptoms include fever, tachycardia and warm flush skin.

For Malignant Hyperthermia please refer to the Malignant Hyperthermia Manual.
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OTHER POSTOPERATIVE COMPLICATIONS
Compensatory Mechanism in Shock States

Shock, a problem of circulatory insufficiency and altered metabolism, is a
physiological adaptation to a potentially life threatening physical insult. Shock
reflects the body’s attempt to preserve its most vital functions. The consistent
features in all forms of shock are capillary hypoperfusion and widespread
abnormalities in cell metabolism which if left untreated will ultimately result in the
dwindling of the life-generating forces of the cell. Therefore shock can be defined
as a circulatory insufficiency, which coexists with disordered metabolism,
resulting in diffuse disturbances in cellular function. This diffuse cellular
dysfunction is clinically expressed as multiple organ dysfunctions. As a great
number of cells become impaired damage to the major organ results and
subsequent failure of these organs threatens the patient’s life.

The pathophysiology, signs, symptoms, hemodynamic values and specific
treatments for shock depends on the underlying cause. The five etiologic
categories of shock are: hypovolemic, cardiogenic, septic, neurogenic and
anaphylactic. Precipitating factors often coexist in each patient and it is important
not to oversimplify by categorizing the patient as hypovolemic shock. Shock is
complicated and coexisting collectively complicating the patient’s clinical,
hemodynamic and treatment profile.

Each type of shock results in reduced capillary blood flow, causing a potential for
diffuse ischemic hypoxia. The hypoxic risk is compounded by biochemical and
neurohumoral, (the heart and vasculature regulation controlled in part by the
nervous system) interfering with cellular uptake and utilization of oxygen.

Normal body function requires the cell to continuously generate energy (ATP)
which requires oxygen. When the cell is confronted with an oxygen poor
environment as a result of hypoxemia or poor perfusion the cell is forced to
initiate anaerobic metabolism. When a cell switches to anaerobic metabolism
there is a substantial decrease in the cellular energy production resulting in
cellular energy crisis. The sodium-potassium pump fails and various cells begin
to lose their specialized functions (renal, liver, and cerebral). The failure of the
sodium-potassium pump leads to the accumulation of lactic acid and a decrease
of intracellular pH. As larger areas of the body tissue utilizes anaerobic
metabolism blood lactate levels rise while bicarbonate is consumed to neutralize
the excess lactic acid the patient develops metabolic acidosis.

The hypoxic chain event feeds on itself as the capillary endothelial cells begin to
swell. The swollen cells encroach onto and narrow the capillary lumina which
further restrict blood flow. The clumping of white blood cells, red blood cells and
platelets compound tissue ischemia by plugging the capillary lumina. The
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capillary wall integrity is lost; intravascular fluid begins to leak from the blood
vessels to the tissue spaces (third space losses) and the increase in interstitial
fluid blocks diffusion of whatever oxygen might have been available to the cells.
Ultimately lysosomes rupture, creating an unstable cellular environment and the
cells then autolysis. The release of vasoactive metabolites and lysozymes from
the dying cell stimulate the inflammatory reaction accompanied by an
accumulation of activated phagocytes. Phagocytosis further perpetuates cell
injury and the lytic cycle causing further cell ischemia.

Depending on the number and the distribution of cells lost, organ damage will
follow.

Impaired Cellular Oxygen uptake Impaired capillary perfusion
Or utilizatikA /
Cell Hypoxia (anaerobic metabolism)
Lactic acidosis

v
Decreased ATP production

Failure of theINa*-K" pump
CeIIuIar*sweIIing
Lysosomfl rupture
Cell death
v

Organ*failure

Death

Hypovolemic Shock

Hypovolemic shock is the most common form of shock seen in PACU. Preload
and cardiac output are low while after load is higher. In relation to restoring
circulating volume the type of fluid lost generally determines the type of fluid
replaced. Treat the underlying cause.
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Neurogenic Shock

Neurogenic shock can be a complication of spinal anesthesia; a hematoma
causes spinal cord and nerve compression. All spinal/epidural anesthesias cause
a temporary block of the sympathetic nerve enervation resulting in
parasympathetic domination which causes vasodilation or venous pooling.

This massive unopposed vasodilation induces arterioles to dilate, decreases
peripheral vascular resistance, dilates venules and veins causing massive
pooling of blood and decreases venous return to the right side of the heart. This
results in decreased cardiac output.

Patients in neurogenic shock will be hypotensive and bradycardic. The goal of
treatment is a balance between volume expansion and the use of vasopressors.

Anaphylactic Shock

Anaphylactic Shock is a profound systemic allergic reaction to an antigen. Itis a
cascade of symptoms occurring within a few seconds or up to an hour after
exposure.

Initial treatment is identification and removal of the specific antigen that caused
the allergic reaction.

Septic Shock

Septic shock is a widespread systemic infection caused by a host organism. High
circulating endotoxins cause massive vasodilation and increase the porosity of
blood vessels resulting in hypovolemia and edema. Patients have low cardiac
output, preload and afterload.

Treatment can be ventilator support to establish adequate oxygenation and
tissue perfusion along with measure to help restore mean arterial pressure.

Cardiogenic shock

Cardiogenic shock occurs when cardiac output is unable to meet the metabolic
needs of vital organs. Usually as a result of a massive myocardial infarction. In
PACU this form of shock is an intraoperative myocardial infarction.
Hemodynamically there will be low cardiac output, high preload and high
afterload.

The importance of early recognition and treatment of cardiogenic shock cannot
be overemphasized. Prompt improvement of myocardial oxygen supply and
tissue perfusion with a decrease in myocardial oxygen demand is vital to
minimize heart damage but also to survival.
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Pain

Perianesthesia nurses have an active role in the management of pain. They
teach patients about pain before surgery and are the first to help
prevent/minimize pain after surgery. The perianesthesia nurse advocates for the
patient for adjustments in the treatment plan of pain.

Postoperative pain is the most common problem for patients’ in PACU.
Unrelieved pain can contribute to many complications (hypotension,
hypertension, hypoventilation, hyperventilation, agitation, and tachycardia).

Physiological signs of pain are a change in heart rate, blood pressure and
emergence behaviours. The use of narcotics in combination with NSAIDS results
in the patient requiring lower doses of narcotics.

Shivering

Postoperative shivering occurs in 50% of the patients during which oxygen
consumption, carbon dioxide production and the metabolic rate can soar 500%
above the patient’s baseline. Shivering is poorly tolerated by patient with a pre-
existing cardiovascular or respiratory history.

Risk factors connected to shivering:

e Allinhalant agents
e General and regional anesthetics
e Large amounts of blood loss
e Large amount of IV fluids
e Prolonged OR time
e Pain
e Hypothermia
e Veryyoung
Interventions

¢ Rewarming techniques

o Warm head covers
Warm blankets
Hot air blankets
Warm 1V solutions
Warm humidified oxygen

o O O O
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Infections

Acute infection in the immediate postoperative period is rare unless the patients
preexisting conditions warrant it. Infection is usually a later complication of
surgery. The role of the PACU nurse is in prevention of infection by meticulous
hand washing and aseptic technique while caring for incisions, drains, catheters
and IV lines.

CONCLUSION

The perianesthesia nurse in PACU monitors the patient vigilantly and is mindful
of potential complications and adverse events. The PACU nurse is proactive and
responsive. He/she reacts with sound clinical judgment to intervene quickly and
assertively for the patient. Some complications are minor and transitory and
easily resolved; others are life threatening and require skillful intervention by the
nurse and the anesthesia team to save the patient’s life or avoid permanent
injury; all PACU nurses need to maintain competency in the management of
potential post anesthesia complications.
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Question Asked: They are looking for information on nursing directives for recovering a stable, scheduled c-section patient who has received spinal anesthetic (NOT GA), directly to the nursing unit from the OR. This patient will not go to PACU and will be cared for by a labor and delivery nurse, not a PACU trained nurse. They are looking for information specific to the Phase One recover period before routine postpartum care.
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		In Owen Sound we do recover our own sections in L&D and it works really well (epidural / spinal only). Mom and baby stay together with very little disruption and skin to skin. Several of our nurses did complete a PACU course when we first started. We don’t do this directly on the nursing unit; we do it in L&D with 1:1, in-room care. We complete the first hour of assessments, it goes by fast – and then once the block is resolving we move the patient to an inpatient room on a similar timeline to what PACU would do. We do this on an as available basis, and most sections we are able to recover – however if L&D is busy etc. and 1:1 care is not possible, the patient goes to the PACU. 
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DOCUMENT MANAGEMENT SPECIALIST

PROFESSIONAL PRACTICE

596 Davis Drive, Newmarket, ON, L3Y 2P9
T: (905) 895-4521 ext. 2435

Email: sparsons@southlakeregional.org
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Disclaimer: the information contained in this document is for educational purposes only. Any
PRINTED version of this document is only accurate up to the date of printing. Always refer to the
Policies and Procedures Intranet site for the most current versions of documents in effect.

STANDARD OF |(Manual: Section: Maternal Code No.: MC|Old Code No.: C5-

CARE Department Child C029 PRO, MC C29
Title: Caesarean Sections - Recovery of Post-Operative Original Effective Date: Jul 01,
Patient 1989

Review/Revised
Effective Date: Apr 07, 2017

Next Review Date: May 01, 2020

Authoring Committee/Program/Dept:

Cross Index: Ob/Gyn Committee

Approved By: AMC

Expected Outcome(s):

e All patients who have received general anesthesia or regional (epidural/spinal) anesthesia
will receive appropriate post-anesthesia management.

Responsibility:
e Registered Nurses
Action:

1. The Anesthesiologist will accompany the patient to the Birthing Unit Post Anesthetic Care
Unit (BU PACU).

2. Upon arrival in the BU PACU, the Anesthesiologist will provide a verbal report to the BU
PACU nurse.

3. The Anesthesiologist will remain in the BU PACU until the nurse accepts responsibility for

the nursing care of the patient.

The patient will have constant observation while in the BU PACU.

The nurse will maintain accurate, written documentation.

Use the Aldrete Scoring System for each patient on admission, then every 5 minutes until

respirations reach a score of 1 or greater, then every 15 minutes until a score of 8 is

reached and then at the time of discharge (see Appendix A).

7. Monitor and document vital signs every 15 minutes (or every 5 minutes if patient has had
a general anesthetic) or more if deemed necessary by the nurse or physician, for a
minimum of one hour. Take temperature on admission and at discharge.

8. Nurses will complete an assessment every 15 minutes for at least one hour until discharge
criteria are met. Patients meeting discharge criteria that are waiting for an inpatient bed
will have assessments performed hourly after the initial one hour post-op assessments
are complete. Any significant findings will be reassessed every 15 minutes or more
frequently at the nurse's discretion. Assessments will be completed as described below
under "Assessments".

9. The nurse will reassess the patient after any intervention is performed to determine the
response to the intervention. Examples include reassessment of pain after administering
medications.

10. Once the nurse has deemed the patient is in stable condition, the nurse will promote
family interaction by offering the patient to provide skin to skin contact with her baby and
initiate the first feeding (breast or bottle).

QU A
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Assessments
The RN will complete the assessments which will include the following:
Vital signs:

e General anesthetic: BP, HR, RR, SpO2 will be assessed every 5 minutes until
respirations reach an Aldrete score of 1 and then every 15 minutes (see Appendix A).

e Epidural/spinal anesthetic, BP, HR, RR, SpO2 will be assessed every 15 minutes.

Temperature will be assessed on admission and discharge

e Will be assessed more frequently at the nurse's discretion based on the patient's status

Pain:

e Assess on admission, then at least every 15 minutes and PRN if any change in clinical
condition
e Refer to corporate Pain Assessment standard of care

Intake and Output:

e Document all forms of intake (oral, parenteral) and output (urine, emesis, surgical tube
drainage)

e Ensure patient's gag reflex has returned prior to initiating oral fluids based on physician
diet order

e Totals will be documented upon discharge from the BU PACU

Neurological:

e Neurological status is assessed at least once during the episode of care and PRN if any
change in clinical presentation

e Neurological Charting by Exception (CBE) criteria for Within Defined Parameters (WDP)
include: Alert and oriented x3. Behaviour and verbalization appropriate to situation

Respiratory:

e Respiratory status is assessed on admission, then every 15 minutes and PRN if any
change in clinical situation

e Administer oxygen as per anesthesiologist's orders

e Encourage patient to deep breathe and cough in order to assist with expelling anesthetic
gases (if applicable) and promote adequate airway secretion clearance

e Respiratory CBE criteria for WDP include: Respirations regular and unlaboured. Chest
movement symmetrical. Breath sounds clear and audible in all lobes if auscultated.
Sputum absent and/or clear.

Cardiovascular:

e Cardiovascular status is assessed at least once during the episode of care and PRN if any
change in clinical presentation

e Cardiovascular CBE criteria for WDP parameters include: Skin warm, dry and pink. Pulse
regular. No calf tenderness.

Gastrointestinal:

e Abdominal/GI status is assessed at least once during the episode of care and PRN if any
change in clinical presentation

e Gastrointestinal CBE criteria for WDP Parameters include: Tolerating prescribed diet.
Nausea and vomiting absent. Abdomen soft and not distended.

Renal/urinary:

e Urinary status is assessed at least once during the episode of care and PRN if any change
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in clinical presentation

e Renal/urinary CBE criteria for WDP parameters include: urine clear, yellow or amber. No
foul odour. No indicators of urinary output problems. Catheter draining adequately

e Notify physician if urine output is less than 30cc/hour

Integumentary:

e Integumentary status is assessed at least once during the episode of care and PRN if any
change in clinical presentation

e Integumentary CBE criteria for WDP include: Skin dry and intact. No evidence of redness,
rash, bruising, pressure ulcers or other skin compromise. Mucous membranes moist.

e All surgical wounds/dressings will be assessed for bleeding every 15 minutes for the first
hour and then every hour until transferred

Reproductive:

e Vaginal bleeding is assessed every 15 minutes and PRN if any change in clinical
presentation
e Assess fundus every 15 minutes and more frequently if necessary

Epidural/Intrathecal (Spinal)

e Patients who have received epidural/spinal anesthesia will be assessed every 15 minutes
for the first hour and every hour after until transferred. Assessments include: sensory
level, nausea, vomiting, pruritis, motor block, urinary retention, sedation scale and
site/dressing as per the Epidural Analgesia-Care of Patient or Intrathecal (Spinal)
Analgesia-Care of Patient standards of care.

Discharge:

e A patient may be discharged from the BU PACU after one hour of monitoring and when:
O all discharge criteria are met according to the Aldrete scoring System (Appendix A)
O temperature will be greater than 35.5 C or within 1C of the patient's pre-op
temperature before being discharged from the PACU
O the patient indicates verbally that pain is absent or pain control is adequate
O there is evidence that the spinal/epidural is resolving (i.e. sensory level is at least
one dermatome level lower than on arrival or there is a change in movement)

Special Considerations:
Not applicable.

References:

e Practice Guidelines for Post Anesthetic Care. An Updated Report by the American society
of Anesthesiologists Task Force on Post Anesthetic care. Anesthesiology, 2013 118: 1-17.

e Drain, C.B. and Odom-Forren, J. (2009). Perianesthesia Nursing: A Critical Care
Approach, Virginia: Saunders.

Copyright ©1997 - 2020 Southlake Regional Health Centre
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STANDARD OF |Manual: Section: Surgical Code No.: SS|OIld Code No.: A3-
CARE Department Services A001 SOC
Title: Admission and Discharge from PACU/SDC Original Effective Date: Jul 31,
2008

Review/Revised
Effective Date: Jan 02, 2020
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Authoring Committee/Program/Dept:
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Expected Outcome(s):

e All patients who have received general anesthesia, regional anesthesia or monitored
anesthesia care shall receive appropriate post-anesthesia management.

Responsibility:
e All patient care team members of PACU/SDC
Action:

1. A member of the anesthesia care team who is knowledgeable about the patient's
condition shall accompany all patients transported to the PACU.

2. Upon arrival in the PACU, the patient shall be re-evaluated and a verbal report provided to

the responsible PACU nurse by the member of the anesthesia care team who accompanied

the patient.

The patient's status on arrival in the PACU shall be documented.

The member of the anesthesia care team shall remain in the PACU until the PACU nurse

accepts responsibility for the nursing care of the patient.

5. On admission to the PACU, the patient shall be observed and monitored by methods

appropriate to the patient's medical condition. Particular attention should be given to

monitoring oxygenation, ventilation, circulation and temperature. During recovery from all

anesthetics, a quantitative method of assessing oxygenation such as pulse oximetry shall

be employed in the initial phase of recovery.

The patient's condition shall be evaluated continuously in the PACU.

An accurate written report of the PACU period shall be maintained.

Use of a PACU scoring system is used for each patient on admission then every 5 minutes

until respirations reach a score of 1 or greater then every 15 minutes until a score of 8 is

reached and at the time of discharge (Appendix A).

9. Monitoring and documentation of the patient status and vital signs are to be done every
15 minutes or more if deemed necessary by the nurse or physician.

10. Patient's temperature will be greater then 36.0 C before being discharged from the PACU.

11. A patient may be discharged from the PACU when Post Anesthetic Score (Appendix A) is
greater than 8 and respiratory score is equal to 2.

12. Patients requiring admission to ICU or CCU, will stay in PACU until discharged by the
anesthesiologist.

13. Patients may be discharged from the Surgical Day Care (SDC) unit when they meet a
home readiness score of 10 or greater unless otherwise ordered by the surgeon (Appendix
B).

W

N
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14. Adenoidectomy and Functional Endoscopic Sinus Surgery (FESS) patients will be
discharged from the SDC after 4 hours unless otherwise ordered by the surgeon.

15. Tonsillectomy patients will be discharged from the SDC after 6 hours unless ordered by
the surgeon.

Appendix A

Post Anesthetic Score

Score Condition

BP B/P +or - 50% pre anesthetic level

B/P +or - 49 - 20% pre anesthetic level

B/P + or - 20% pre anesthetic level

Respiratory Apnea - airway support required

Dyspnea or limited breathing

Breaths deeply and coughs freely

Consciousness Not responding

Arousable

Fully awake

Oxygen Saturation 02 Sat less than 90% with O2 Supplement

HIOIN|R|OIN|F[OIN|F O

Needs O2 to maintain 02 Sat greater than
90%

N

Maintains O2 Sat greater than 90% on room
air

o

Activity Able to move 0 Extremities

[y

Able to move 2 Extremities

2 Able to move 4 Extremities

Appendix B

Discharge Criteria/Score

CardiovasculariOrientation/Alertness Bleeding

BP within 20%|Alertness and awareness consistent  |No bleeding or hematoma.....2
of preop......2 |with preoperative status.....2

Stable hematoma, expected amount of

Dizziness &/or|Rouses when called.....1 bleeding.....1
pallor &/or
nausea....l 5o wsy, difficult to arouse.....0 Bleeding unexpected/excessive.....0

BP outside of
20% of
preop.....0

Ambulation Nausea Pain

Ambulation Mininal, treated with parenteral/po None or acceptable to patient......2

consistent medications.....2

V\Qtlt" preog Pain under control, prescription and/or

status..... Moderate, settling with antiemetic instructions on discharge.....1
medications.....1

ATr?uIates Pain not under control, or acceptable to

Wit Unrelieved after antiemetic patient.....0

gi5|stance OF ladministration.....0

bedrest.....1

Unable to

http://southlake/print.aspx
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ambulate or
move as
expected.....0
Output

\Voided
sufficient
quantity.....2

Has not
voided,
bladder not
distended.....1

Unable to
void, bladder
distended.....0

Special Considerations:
N/A
References:

e Chung F, Awad, I Factors affecting Recovery and Discharge Following Ambulatory
Surgery, Canadian Journal of Anesthesia 2006;53(9);858-872.

e Drain, C.B. (2018) Perianesthesia Nursing:A Critical Care Approach 7th ed., Missouri:
Elsevier.

e National Association of Perianesthesia Nurses of Canada (2017) Standards for Practice.

e Practice Guidelines for Postanestetic Care. A report by the American Society of
Anesthesiologists Task Force on Postanesthetic care, Anesthesiology 2013; 118; 291-307.
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POLICY Manual: Section: Maternal Code No.: MC|OIld Code No.: A3-
Department Child A003 POL, MC A03
Title: Adoption Original Effective Date: Oct 01,
1990
Review/Revised
Effective Date: Feb 11, 2020
Next Review Date: Feb 01, 2023
Cross Authoring Committee/Program/Dept: i
Index: OB/Gyn Committee, Paeds Committee Approved By: MCPP

Birth parent(s) choosing to relinquish their infant for the purpose of adoption must do so through
a private Licensee or the Children’s Aid Society (CAS), unless the infant is being adopted by a
parent, spouse of the parent or first generation relative [Child, Youth and Family Services Act
(CYFSA), 2017]. At Southlake Regional Health Centre, the following must be adhered to during
an adoption process:

The birth parent(s) cannot sign the consent to adoption before the infant is seven days
old (CYFSA, 2017, S.180, ss.3).

Prior to signing the adoption consent, the birth parent(s) retain all of their parental rights.
The Licensee or CAS worker is responsible for informing the birth parent(s) of their rights
and the opportunity to seek independent legal advice (CYFSA, 2017, S.180, ss.4).

After signing the consent to adoption, the birth parent(s) have 21 days within which they
can withdraw their consent (CYFSA, 2017, S.180, ss.8).

Any consents with respect to medical or surgical treatment of the infant shall be provided
by the birth parent(s) for the first 28 days (21+7) unless they have relinqueshed consent
to do so (CYFSA, 2017, S.180, ss.5).

Permission to have the adoptive parent(s) visit the infant shall be provided only by the
birth parent(s). The birth parent(s) will complete the birth registration for their infant in
consultation with the Children's Aid Society or Licensee.

The infant registration is also completed by the birthing hospital. The unit clerk will
complete the infant's sex, date of birth and birth mother's last name.The birth mother's
signature is NOT required and the tear off strip is NOT to be detached. Write "ADOPTION
or APPREHENSION" across the top of the form and submit the form as usual to Health
Card Services OHIP office for processing. The submitted Infant Registration Form
needs to include the tear-off strip at the bottom of the form. Note the address as
"C/0O CAS or C/O Adoption Agency/Licensee" and fill in the address of the involved
agency.

The pre-assigned health number (PAHN) is to be provided to the Licensee (or designate)
or the Children's Aid Society worker.

The medical history of the infant and discharge information will be provided to the CAS or
Licensee only after the birth parent(s) have voluntarily signed the consent to have their
infant placed in the temporary care of the CAS or Licensee.

Discharge of the infant cannot take place until such time as the appropriate
documentation (as set out below) is complete and is in place on the infant’s chart.

PRIVATE ADOPTION

http://southlake/print.aspx
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A person who intends to place a specific child for adoption may do so only under the
authority of a license issued by the Director of Child Welfare (CYFSA, 2017, S. 229, ss.1).
The person who intends to place the child for adoption must provide one copy of the
above mentioned license prior to the discharge of the infant. This copy is to be retained
on the infant’s chart.

The Licensee may designate an adoption worker to act on his or her behalf, in which case
a letter to this effect must be provided and a copy of this letter is also to be retained on
the infant’s chart.

If the birth mother intends to leave the hospital without her infant and she wishes to
continue with her plan to relinquish her infant for the purpose of adoption, she must sign
the Southlake form #SL 1405 "Discharge of Infant Through Private Adoption" which
provides her consent to place her infant in the temporary care of the Licensee.

At the time of the infant’s discharge, the Licensee (or designate) must complete and sign
the bottom portion of form #SL1405 "Discharge of Infant Through Private Adoption." The
medical history of the infant and discharge information shall then be provided to the
Licensee (or designate).

The temporary OHIP tear-off strip is NOT given out. It is to remain attached to the Infant
Registration Form. The intact form is then submitted to OHIP for processing. The Licensee
will subsequently submit an application to OHIP for the infant.

ADOPTION THROUGH THE CHILDREN'’S AID SOCIETY

Birth parent(s) may elect to place their infant for adoption through the CAS. The birth
parent(s) can consent to place their infant in the temporary care of the CAS by entering in
to an agreement with the CAS (Temporary Care Agreement) or consenting to
apprehension of the infant by the CAS and application to the court for Crown Wardship for
the purpose of adoption. The birth parent(s) must sign a Temporary Care Agreement with
the CAS, a copy of which is to be provided by the CAS and retained on the infant’s chart.
When birth parent(s) elect to sign a Temporary Care Agreement, they retain the right to
terminate the agreement at any time upon providing written notice of their intent to do
so. The Temporary Care Agreement specifies that the birth parent(s) will continue to have
contact with and remain involved in their child’s care or they can elect to designate
another person to do so (CYFSA, 2017, S.75, ss.10 & S.76, ss. 1).

Consents to medical or surgical treatment shall be provided by the birth parent(s) unless
the Temporary Care Agreement specifies that the CAS is entitled to consent to medical
treatment where a parent’s consent would otherwise be required (CYFSA, 2017, S.75,
ss.9).

If the infant is apprehended, the CAS will provide a letter "Authorization to Detain Child in
Hospital as a Place of Safety" which is to be retained in the infant's health record.

At the time of the infant’s discharge, form #SL0834 - "Discharge of Infant to Children’s
Aid Society" must be completed and then signed by the CAS social worker (i.e. case
worker). The medical history of the infant and discharge information shall then be
provided to the CAS social worker.

The temporary OHIP tear-off strip is NOT given out. It is to remain attached to the Infant
Registration Form and "ADOPTION" is to be written on the top of the form. The intact
form is then submitted to OHIP for processing. The CAS will subsequently submit an
application to OHIP for the infant.

The CAS will provide a letter "Authorization to Discharge Child from Hospital to a
Designated Person".

References:

e Child, Youth and Family Services Act (CYFSA), 2017, S.0. 2017, c. 14, Sched. 1.
e Infant Registration Manual for Birthing Hospitals April 2010.

Copyright ©1997 - 2020 Southlake Regional Health Centre

http://southlake/print.aspx 6/4/2020






image6.emf
Caesarean Sections -  Recovery of Post-Operative Patient.pdf


Caesarean Sections - Recovery of Post-Operative Patient.pdf
Southlake Regional Health Centre - Caesarean Sections - Recovery of Post-Operative Pati... Page 1 of 3

\/ SOUTHLAKE

Home > Policies & Procedures > Department-Specific Documents > Maternal Child Manual > Caesarean
Sections - Recovery of Post-Operative Patient

Disclaimer: the information contained in this document is for educational purposes only. Any
PRINTED version of this document is only accurate up to the date of printing. Always refer to the
Policies and Procedures Intranet site for the most current versions of documents in effect.

STANDARD OF |(Manual: Section: Maternal Code No.: MC|Old Code No.: C5-

CARE Department Child C029 PRO, MC C29
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Approved By: AMC

Expected Outcome(s):

e All patients who have received general anesthesia or regional (epidural/spinal) anesthesia
will receive appropriate post-anesthesia management.

Responsibility:
e Registered Nurses
Action:

1. The Anesthesiologist will accompany the patient to the Birthing Unit Post Anesthetic Care
Unit (BU PACU).

2. Upon arrival in the BU PACU, the Anesthesiologist will provide a verbal report to the BU
PACU nurse.

3. The Anesthesiologist will remain in the BU PACU until the nurse accepts responsibility for

the nursing care of the patient.

The patient will have constant observation while in the BU PACU.

The nurse will maintain accurate, written documentation.

Use the Aldrete Scoring System for each patient on admission, then every 5 minutes until

respirations reach a score of 1 or greater, then every 15 minutes until a score of 8 is

reached and then at the time of discharge (see Appendix A).

7. Monitor and document vital signs every 15 minutes (or every 5 minutes if patient has had
a general anesthetic) or more if deemed necessary by the nurse or physician, for a
minimum of one hour. Take temperature on admission and at discharge.

8. Nurses will complete an assessment every 15 minutes for at least one hour until discharge
criteria are met. Patients meeting discharge criteria that are waiting for an inpatient bed
will have assessments performed hourly after the initial one hour post-op assessments
are complete. Any significant findings will be reassessed every 15 minutes or more
frequently at the nurse's discretion. Assessments will be completed as described below
under "Assessments".

9. The nurse will reassess the patient after any intervention is performed to determine the
response to the intervention. Examples include reassessment of pain after administering
medications.

10. Once the nurse has deemed the patient is in stable condition, the nurse will promote
family interaction by offering the patient to provide skin to skin contact with her baby and
initiate the first feeding (breast or bottle).

QU A
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Assessments
The RN will complete the assessments which will include the following:
Vital signs:

e General anesthetic: BP, HR, RR, SpO2 will be assessed every 5 minutes until
respirations reach an Aldrete score of 1 and then every 15 minutes (see Appendix A).

e Epidural/spinal anesthetic, BP, HR, RR, SpO2 will be assessed every 15 minutes.

Temperature will be assessed on admission and discharge

e Will be assessed more frequently at the nurse's discretion based on the patient's status

Pain:

e Assess on admission, then at least every 15 minutes and PRN if any change in clinical
condition
e Refer to corporate Pain Assessment standard of care

Intake and Output:

e Document all forms of intake (oral, parenteral) and output (urine, emesis, surgical tube
drainage)

e Ensure patient's gag reflex has returned prior to initiating oral fluids based on physician
diet order

e Totals will be documented upon discharge from the BU PACU

Neurological:

e Neurological status is assessed at least once during the episode of care and PRN if any
change in clinical presentation

e Neurological Charting by Exception (CBE) criteria for Within Defined Parameters (WDP)
include: Alert and oriented x3. Behaviour and verbalization appropriate to situation

Respiratory:

e Respiratory status is assessed on admission, then every 15 minutes and PRN if any
change in clinical situation

e Administer oxygen as per anesthesiologist's orders

e Encourage patient to deep breathe and cough in order to assist with expelling anesthetic
gases (if applicable) and promote adequate airway secretion clearance

e Respiratory CBE criteria for WDP include: Respirations regular and unlaboured. Chest
movement symmetrical. Breath sounds clear and audible in all lobes if auscultated.
Sputum absent and/or clear.

Cardiovascular:

e Cardiovascular status is assessed at least once during the episode of care and PRN if any
change in clinical presentation

e Cardiovascular CBE criteria for WDP parameters include: Skin warm, dry and pink. Pulse
regular. No calf tenderness.

Gastrointestinal:

e Abdominal/GI status is assessed at least once during the episode of care and PRN if any
change in clinical presentation

e Gastrointestinal CBE criteria for WDP Parameters include: Tolerating prescribed diet.
Nausea and vomiting absent. Abdomen soft and not distended.

Renal/urinary:

e Urinary status is assessed at least once during the episode of care and PRN if any change
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in clinical presentation

e Renal/urinary CBE criteria for WDP parameters include: urine clear, yellow or amber. No
foul odour. No indicators of urinary output problems. Catheter draining adequately

e Notify physician if urine output is less than 30cc/hour

Integumentary:

e Integumentary status is assessed at least once during the episode of care and PRN if any
change in clinical presentation

e Integumentary CBE criteria for WDP include: Skin dry and intact. No evidence of redness,
rash, bruising, pressure ulcers or other skin compromise. Mucous membranes moist.

e All surgical wounds/dressings will be assessed for bleeding every 15 minutes for the first
hour and then every hour until transferred

Reproductive:

e Vaginal bleeding is assessed every 15 minutes and PRN if any change in clinical
presentation
e Assess fundus every 15 minutes and more frequently if necessary

Epidural/Intrathecal (Spinal)

e Patients who have received epidural/spinal anesthesia will be assessed every 15 minutes
for the first hour and every hour after until transferred. Assessments include: sensory
level, nausea, vomiting, pruritis, motor block, urinary retention, sedation scale and
site/dressing as per the Epidural Analgesia-Care of Patient or Intrathecal (Spinal)
Analgesia-Care of Patient standards of care.

Discharge:

e A patient may be discharged from the BU PACU after one hour of monitoring and when:
O all discharge criteria are met according to the Aldrete scoring System (Appendix A)
O temperature will be greater than 35.5 C or within 1C of the patient's pre-op
temperature before being discharged from the PACU
O the patient indicates verbally that pain is absent or pain control is adequate
O there is evidence that the spinal/epidural is resolving (i.e. sensory level is at least
one dermatome level lower than on arrival or there is a change in movement)

Special Considerations:
Not applicable.

References:

e Practice Guidelines for Post Anesthetic Care. An Updated Report by the American society
of Anesthesiologists Task Force on Post Anesthetic care. Anesthesiology, 2013 118: 1-17.

e Drain, C.B. and Odom-Forren, J. (2009). Perianesthesia Nursing: A Critical Care
Approach, Virginia: Saunders.
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Grey Bruce Health Services will adhere to requirements of the Child & Family Services Act in all
adoptions. Adoptions in the province of Ontario are authorized by the Ministry of Community
and Social Services through all Children's Aid Societies or agencies or individuals licensed by

the Ministry.

Hospital Social Work Responsibilities:

1. Once itis identified by the birth mother that she wants to proceed with adoption, a
referral for social work is completed. If the birth mother is working with a private
adoption agency, the social worker will liaise with all involved parties. Alternatively, if the
mother has no expressed plan but wishes to proceed with adoption, the social worker
will make a referral, with mother’s consent, to Bruce Grey Child and Family Services
(BGCFS) adoption services.

2. The social worker will:

e Collaborate with the birth mother to determine her wishes with respect to the
adoption of her infant.

e Obtain consent from mother and alert adoption agency of child’s birth.
e Provide counselling and support as necessary to birth parent(s).

e Liaise with appropriate agencies or individuals as required.
e Assist staff with completion of forms.

e Liaise with prospective adoptive family or interim foster family (with birth mother’s
consent).

3. Ensure the social work notes reflect completion of all of the forms as noted in this policy.
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During Admission

1. The birth mother will continue to have decision making authority with respect to the
infant, unless she signs a consent requesting that the intended parents or BGCFS acts
on her behalf.

2. Where possible, the hospital will try and accommodate a request to place an infant in the
Intensive Care Nursery, space permitting. The hospital will also promote early discharge
of a well infant. Teaching and demonstration of infant care as well as community
resources (e.g. public health nurse contact) will be made available to the foster/adopting
parents where appropriate.

3. Ensure that the birth parents understand that they have the right to see and care for their
infant to the fullest extent that they wish. The hospital will provide keepsakes as
requested.

4. Except where otherwise agreed upon, the visits of the birth parents will be coordinated
S0 as not to coincide with that of the prospective adoptive parents.

5. Care should be taken to remove or cover all identifying information relating to the birth
parent from the crib and I.D. bracelets.

6. Provide opportunities for adoptive parents to visit and care for the infant after the birth
mother is discharged, unless earlier arrangements are mutually agreed upon. Nurse or
social worker will obtain identification from adoptive parents, private adoptive worker or
the BGCFS worker. A photocopy of this identification is placed on the infant’s chart.

Procedure Prior to the Discharge of the Birth Mother:

1. The birth mother is to sign "Authorization for Release or/Obtaining Information" form
#C14-664 (available on DMS). This form needs to be completed before there is any
contact between staff and public or private adoption agency.
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4. The birth parent must sign and have witnessed, "Authorization to Discharge an Infant
or Child from Hospital" form #N-86 (available on DMS) prior to discharge. The birth

mother must be aware and in support of where the infant is being discharged. This
could include into the care of a private adoption licensee or BGCFS or their designate.

5. If BGCFS advises that the child is going to be brought into care (i.e. Temporary Care
Agreement), the hospital must obtain a copy of any legal documentation for the
maternal and infant’s charts.

6. Birth mother is to be given a “birth registration package” (located in drawer on 3-1) to
complete online. The hospital social worker will speak with either the private adoption
agency or the BGCFS worker to ensure that they complete the necessary paperwork
with the birth mother. If the mother has signed a Temporary Care Agreement, the birth
registration package will be given to the BGCFS worker and the worker will complete it
with the mother.

Procedure Prior to Discharge of Infant:

1. WCCU Ward Clerk will complete the Infant Registration Form for the Ontario Health
Card number by marking "adoption” (for a private adoption with no CAS involvement) or
“apprehension” (for an adoption involving CAS) and return the form to the Finance
Department. The tear-off portion of the temporary health card is to remain with the form.
CAS/private adoption lawyers will need to present to Service Ontario to make the
application for a health card number in person.

2. Hospital social worker in conjunction with the nurse will complete the Medical History of
Child - Form #0448 (01.91) (located in drawer in ICN) and give it to the legally
authorized person prior to discharge. Ensure the temporary health card number is
hand-written on the bottom of this form. The original is given to the private adoption
agency or BGCFS. A copy is placed on the infant’s chart.
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3. If BGCFS advises that the child is going to be brought into care (i.e. Temporary Care
Agreement), the hospital must obtain a copy of any legal documentation for the
maternal and infant’s charts.

4. The "Authorization to Discharge an Infant or Child from Hospital" - Form #N-86
(available on the DMS) will be completed prior to infant’s discharge. The original is kept
on the infant’s chart and a copy can be given to either the private adoption agency or
BGCFS. Note: a copy of the private adoption licensee or BGCFS worker’s identification
is attached to this form.

5. The BGCFS representative/private adoption licensee and the nurse discharging the
infant verify that the numbers on the infant I.D. bands match with those on the Newborn
Identification Record. The BGCFS representative/private adoption licensee must co-
sign the Newborn Identification Record with the nurse to indicate that these numbers
coincide. Remove the I.D. bands from the infant.

6. Ensure the nurses notes reflect completion of all of the forms as noted in this policy.
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Training Checklist.docx
Training Checklist: Cesarean Section Recovery on Maternal Child Women’s Health

		Task Description

		Initials 



		Completes transfer of accountability from OR nurse to MCWH nurse, including significant information: patient identification, allergies, surgical procedure, significant medical/surgical history, I&O during surgery; clarifies with anesthesiologist recent medications given and post-anesthetic orders reviewed



		



		Verifies appropriate equipment: suction is hooked up in room and working, IV pole, vitals tower, WOW, peripads, k-basin and facecloths present; verbalizes where on the unit the yellow resuscitation box and adult bag & mask can be found



		



		Verifies lines, drains, devices: intravenous line insitu and correct solution, Foley catheter insitu and draining, sequential compression stockings applied and working if ordered



		



		Ensures patient is in a semi-fowlers position to prevent aspiration 



		



		While completing initial assessment, cleanses the patient’s skin to remove antiseptic solution and applies peripad after pericare; offers patient warm blankets to encourage normothermia 



		



		Completes assessments on arrival and every 15 minutes for a minimum of 1 hour, as outlined on FORM 12-85 (E) “Postpartum Flowsheet for Cesarean Section Recovery to Maternal Child Women’s Health” with competency and in a timely manner; sets BP monitoring to automatic q15mins, and applies continuous SpO2 monitoring



		



		Monitor intake and output on Daily Fluid Balance Record FORM 17-21 (E)



		



		Able to recognize abnormal findings and take appropriate actions, such as asking for help and intervening, contacting anesthesiologist or surgeon, increasing frequency of assessments, and narrative charting in the nursing notes



		



		Shows an understanding of assessment tools (POSS, Pain, Bromage Scale) and uses appropriately 



		



		Able to identify concerns specific to the early post-operative phase, including: stability of vital signs consistent with pre-operative values (respiratory depression/sedation, cardiovascular instability, thermoregulation), pain control, post-operative nausea and vomiting (PONV), aspiration, and obstetrical assessments



		



		Offers medication as appropriate and other strategies for the patient to cope with PONV and pain; reassesses for efficacy



		



		Remains at the bedside to insure constant visualization of the patient during the early recovery phase, and acquires coverage if leaving the bedside is necessary 



		





		Able to organize workflow in caring for the mother and baby and prioritize tasks; promotes bonding between mother and infant, encourages skin-to-skin contact and assists in breastfeeding as appropriate



		



		Recognizes when the early recovery phase is completed and patient care can be monitored as per routine postpartum/post-surgical patient guidelines; provides patient with information on when to call for help and the expected routine for care; call bell, k-basin, oral nourishment (if applicable) within reach 



		



		If discontinuing care after the early recovery phase, provides a concise report to receiving MCWH nurse; includes significant findings and interventions in the recovery period in addition to information received during OR to MCWH report



		







		RN Name:

		_________________________



		Signature:

		_________________________



		

		



		Trainer Name:

		_________________________



		Signature:

		_________________________









[bookmark: _GoBack]Once completed, send to Alex Tilstra in Staff Development
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Postpartum Cesarean Section Recovery to MCWH




https://www.clipart.email/clipart/postpartum-nurse-clipart-210464.html





Objectives


When to recover cesarean sections on MCWH

Understanding anesthesia as it relates to this population 

Understanding the Phases of Post-Anesthesia Care

Early Recovery for cesarean sections on MCWH

Postoperative complications and considerations in early recovery






Who will be recovered directly to MCWH?






Uncomplicated elective (scheduled) cesarean sections performed under spinal anesthetic 







Contraindications




Unplanned, emergency

Under general anesthetic 

Patient received IV sedation during surgery and has a POSS or 3 or more

Upon MCWH nurse’s clinical judgment:

Inadequate staffing

Unstable postoperative patient

Unstable or resuscitated newborn







Anesthesia 




https://www.hairguard.com/can-anesthesia-cause-hair-loss/





What is Anesthesia?


A state of narcosis, analgesia, relaxation, and loss of reflexes

The provision of insensibility to pain during surgical, obstetrical, therapeutic, and diagnostic procedures







Types of Anesthesia


General Anesthesia (inhalation, intravenous)

Regional Anesthesia (epidural, spinal, local conduction blocks)

Moderate Sedation/Analgesia (intravenous)

Monitored Anesthesia Care (similar to, but “deeper” than, moderate sedation)

Local Anesthesia



Focus: spinal anesthesia





Spinal Anesthesia 


Excessive conduction nerve block that is produced when local anesthetic is introduced into the subarachnoid space at the lumbar level (usually L4 and L5)

Produces anesthesia of the lower extremities, perineum, and lower abdomen 

Common medications used:  Lidocaine (Xylocaine™, Xylocard™), Bupivacaine (Marcaine™, Sensoricaine™) 





If spinal anesthetic reaches the upper thoracic or cervical spinal cord in high concentrations, temporary partial or complete respiratory paralysis results (managed with mechanical ventilation until the effects have worn off)

Nausea, vomiting, and pain can occur during surgery as a result of manipulation of various structures within the abdominal cavity 

A spinal headache can result related to size of needle used, leakage of fluid from subarachnoid space through the puncture site, and patient’s hydration status 







Epidural vs. Spinal Anesthesia 


In contrast, epidural anesthesia is achieved when anesthetic is introduced into the epidural space that surrounds the dura mater of the spinal cord.

Epidural medication doses are much higher and onset is slower because the epidural anesthetic does not make direct contact with the spinal cord or nerve roots



https://www.obstetricexcellence.com.au/epidural-spinal-anaesthetics/





Moderate Sedation/Analgesia


IV administration of medications to reduce patient anxiety and control pain; sometimes used in conjunction with spinal anesthesia 

Goal is to depress LOC to a moderate level to enable procedures to be performed  while insuring the patient’s comfort and cooperation, without over-sedating

Patient is able to maintain a patent airway and respond to verbal and physical stimuli 

Short-Acting medication examples: Ketamine (Ketalar™), Midazolam (Versed™),Propofol (Diprivan™)



It is not appropriate at this time to recover cesarean sections directly to MCWH who have received IV sedation and have a POSS of 3 or more







Considerations from OR to Recovery


Consult with the anesthesiologist- did they “top up” the patient’s medication, give pre-emptive NSAIDS or antiemetics?

If the patient has not received EpiMorph™, then IV opioids provide immediate pain relief and are short-acting, thus minimizing the potential for drug interactions and prolonged respiratory depression while anesthetics are still active in the patient’s system







For more information on the use of EpiMorph™, read the following on the Artery (Intranet) 



Clinical Practice Protocol and Procedure, Unit 15: Post-operative Cesarean Section Opioid Analgesia Monitoring



http://intranet.wh.tvh.ca/download/attachments/6161437/Post-operative%20Caesarean%20Section%20Opiod%20Analgesia%20Monitoring.pdf?version=1&modificationDate=1541434938000&api=v2







Phases of Post-Anesthesia Care





Recovery is the ongoing process of returning the patient to their pre-operative physiological state

Process begins when the intraoperative period ends and continues until the preoperative physiological state is restored

There are 3 phases to the recovery process

Phase 1: Early Recovery

Phase 2: Intermediate Recovery

Phase 3: Late Recovery





Phase 1: Early Recovery 


Begins the moment the anesthetic agents are discontinued to the time the patient recovers protective reflexes and motor functions

Focus is on the patient’s recovery from anesthesia, return of baseline vital signs, and pain control

Rigorous nursing care is provided





Phase 2: Intermediate Recovery


Time required in addition to Phase 1 for the patient to achieve discharge status

Patient is prepared for self-care at home or an extended care setting (rehab)

Focus is on mobility, oral intake, adequate analgesia, and education

Most often applies to ambulatory or same day admissions





Phase 3: Late Recovery


The days to weeks required on an inpatient surgical unit to achieve discharge status and gain back ability to complete activities of daily living

For cesarean section patients, this means postpartum nursing and teaching prior to discharge 







Early Recovery for the Cesarean Section Patient




https://www.vippng.com/preview/bwhxmw_nurse-clipart-png/





The goal during early recovery is to meet the following criteria for transition to routine postpartum/surgical care:



Awake and orientated

Minimal Pain

Stable vital signs

Uncompromised cardiorespiratory functions; maintains own airway

Mobility state consistent with surgery and returning to preoperative state

The patient is not dizzy, and nausea/vomiting are well-controlled

Well obstetrically 







OR to MCWH


Transferring the patient from OR to recovery area is the responsibility of the anesthesiologist 

Patient should be moved slowly and with care

Patient is positioned semi-fowlers upon arrival to their room

A team approach during the transfer phase/initial assessments is ideal (2 nurses)

Report is given by the anesthesiologist and OR  nurse, and should be done with the utmost care in an environment free of distractions and interruptions
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Transfer of Accountability


Patient identification, allergies, code status

Significant medical/surgical history

Surgical procedure(s)

Assess the presence and placement of all lines, drains, and dressings

Review medications given intraoperatively (anesthesia, pain, sedation, antiemetics)

Fluid losses (blood, urine output)

Fluid replacement (IV solutions, blood)

Vital signs (significant shifts from baseline)

Complications encountered (anesthetic or surgical)

Relevant lab values

Review anesthesiologist’s orders 



Documentation on the Bedside Transfer of Accountability Report Sheet Surgical Services FORM 17-272 (E)







Documentation will take place on the Postpartum Flowsheet for Cesarean Section Recovery to MCWH FORM 12-85 (E)
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Assessments


On arrival to the unit, every 15 minutes for a minimum of 1 hour

Vital signs: BP, P, O2Sat (continuous), T, RR

Obstetrical and surgical: fundus, lochia, abdominal dressing, catheter, breastfeeding/skin-to-skin

Assessment tools

On the initial assessment: complete pericare and skin cleansing around surgical site

Continue assessments/increase frequency if patient is unstable or does not meet criteria for transition to routine care 



Contact the anesthesiologist or obstetrician if there are concerns and GET HELP





Assessment Tools


Used to determine the patient’s readiness to move from postoperative to routine care with spinal anesthesia 



POSS scale

Numerical Pain scale

Bromage Score







Pasero Opioid-Induced Sedation (POSS) Scale


Assesses sedation when administering opioid medications to manage pain

A score of 1 or 2 is acceptable for discharge to routine care









Numerical Pain Scale


Pain should be well controlled before discharging to routine care









Bromage Score 


Motor Assessment following spinal or epidural anesthesia 

A score of  2/3 or less should be achieved for discharge to routine care 









Postoperative Complications and Considerations in Early Recovery





Post-operative complications are vast and vary depending on their timing and the surgical procedure. Focus here is on early recovery as it relates to cesarean sections recovered on MCWH.

Respiratory depression and sedation

Cardiovascular Instability

Thermoregulation

Pain Control

Nausea and Vomiting

Aspiration

Obstetrical 







Respiratory Depression and Sedation 


Risk factors for respiratory depression

Opioid naïve

Extremes in age

History of sleep apnea

Anatomical (thick                                                                short neck, receding chin)

Obesity

Smoking

Recognizing when the patient is becoming sedated is essential to protecting the patient’s airway and respiratory responses





https://cecil-humanbodysystems.weebly.com/





Assessment and Interventions


Respirations 10 or more (auscultate lung fields: hypervolemia=crackles)

Oxygen saturation greater than 92% on room air (effective ventilation)

Acceptable LOC (awake and orientated, maintains own airway)



Encourage patient to take deep breaths to aerate the lungs and prevent atelectasis

Withhold opioids and sedating agents if respiratory depression is a threat 

Naloxone available on the unit

GET HELP and secure access to airway supports







Cardiovascular Instability


Assess the patient’s mental status, vital signs, skin temperature and colour, and urine output

Primary cardiovascular complications to be aware of are hypotension, shock, hemorrhage, hypertension, and dysrhythmias 





https://www.innerbody.com/image/cardov.html





Hypotension and Hypovolemic Shock


Hypotension can result from blood loss (most common), hypoventilation, position changes, pooling of blood in the extremities, or side effects from medications

Assess for:

Systolic BP 20% below baseline, narrowing pulse pressure

Rapid, deep breathing “air hunger”

Rapid, weak, thready pulse

Decreased urine output

Pale, cool, moist skin; hypothermia

Nausea

Disorientation and change in LOC







Hemorrhage


Signs and symptoms similar to hypotension/ hypovolemic shock

In addition assess the 4 T’s of PPH (Tone, Trauma, Tissue, Thrombin) 



Read the following on the Artery (intranet):



Clinical Practice Protocol and Guideline, Unit 15: Primary Postpartum Hemorrhage, Nursing Care In



http://intranet.wh.tvh.ca/download/attachments/6161437/Primary%20Post%20Partum%20Haemorrhage-Nursing%20Care%20Jan%202017.pdf?version=1&modificationDate=1530194206000&api=v2





Hypertension and Dysrhythmias


Hypertension is common in the immediate postoperative period due to pain, hypoxia, and bladder distension 

Dysrhythmias are associated with electrolyte imbalances, respiratory function, pain/anxiety, hypothermia, stress, and anesthetic agents 








Assessments and Interventions Cardiovascular Instability


Consider these, as appropriate:

Monitor vital signs, assess lab work

Volume replacement, blood products

Flatten the head of the bed and elevate the legs

Oxygen therapy

Maintain normothermia 

Control and monitor bleeding (pressure over dressing, fundal massage, weighing peri pads)

Treat the underlying cause (for example, pain)

GET HELP







Thermoregulation 


Monitor for post-anesthesia shivering

common in hypothermic patients but may also occur in normothermic patients

if patient received inhalants during anesthesia, it can represent a heat-gain mechanism, which drastically increases oxygen demand

Monitor temperature and be alert for development of both hypothermia and hyperthermia

Report a temperature more than 38.6°C or less than 35°C

Provide warm blankets for patients feeling cold and active warming with forced warm air for hypothermic patients



It is generally accepted that spinal anesthesia with local anesthetic does not trigger malignant hyperthermia



https://www.clipart.email/clipart/oral-thermometer-clipart-228775.html





Pain Control 


One of the highest priories in early recovery, after airway, breathing, and circulation



Optimal pain control decreases the risk of potential complications and improves the patient’s ability to interact with her newborn



Potential physiological effects of pain:

Hypertension/hypotension

Tachycardia/bradycardia

Tachypnea/bradypnea

Behavioral changes (irritability, apprehension, anxiety)

Muscle tension

Perspiration 





http://clipart-library.com/pain-cliparts.html





Pain Control

If pain occurs consistently and predictably, analgesics should be given around the clock, avoiding the usual "demand cycle" of dosing that sets up dependency and provides less adequate pain relief

Administer analgesics as appropriate and document efficacy

Reassure patient that pain is normal/ temporary and can be treated

Offer position changes and relaxation techniques for comfort

Instruct patient to splint wound when moving, coughing, vomiting





Nausea and Vomiting


Post-operative nausea and vomiting (PONV)  is directly related to the number of risk factors present

Female gender

Nonsmoker

History of PONV or motion sickness

Use of volatile anesthetics (nitrous oxide)

Type of surgery (Abdominal, Gynecological , Urological)

Surgery lasting longer than 2 hours

Obesity 

Intervene at the first report of nausea, rather than wait for it to progress to vomiting 

Monitor for abdominal distension (ileus, gastric retention) 





Aspiration


Complication leading to increased length of stay, pneumonia, antibiotics, supplemental oxygen and other medical interventions

Anesthetic agents and opioids depress the CNS, causing inhibition of gag or cough reflexes



Risk factors

GI obstruction

Recent oral intake or delayed gastric emptying

Loss of protective airway reflexes

Emergency surgery or trauma 

Obesity

Previous GI surgery



Mitigate the risk postoperatively

Elevate the head of the bed 30 degrees

Room set up with suction equipment ready to use

Well controlled PONV





https://www.jing.fm/iclip/u2q8q8u2e6y3a9t4_warning-sign-clipart-free-danger-sign-black-and/






Obstetrical Complications and Considerations 


Vaginal flow (lochia), presence of clots

Fundal tone and height 

Abdominal dressing and drainage 



Many of the same 

obstetrical considerations 

apply to both vaginal and 

cesarean deliveries 





https://www.vecteezy.com/vector-art/518117-pregnant-woman-concept-vector-illustration-in-cute-cartoon-style-health-care-pregnancy





Emotional comfort


Promote maternal bonding and interaction with the newborn, including skin-to-skin contact and assistance with breastfeeding within the first 1 hour of birth and on demand 

If the mother is feeling unwell or becomes unstable, encourage skin-to-skin contact for baby with support person as appropriate



https://www.unicef.org.uk/babyfriendly/news-and-research/baby-friendly-research/infant-health-research/infant-health-research-allergies/logo/





Read the following on the Artery (intranet): 



Clinical Practice Protocol, Unit 15: Post-Partum Nursing

http://intranet.wh.tvh.ca/download/attachments/6161437/postpartum%20nursing%20Nov%202016.pdf?version=1&modificationDate=1480436647000&api=v2 

 



Clinical Resources>Clinical Skills Elsevier>Cesarean Delivery: Recovery Care (Maternal-Newborn)

https://point-of-care.elsevierperformancemanager.com/skills/1142/extended-text?skillId=MN_043#scrollToTop 
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Appendix B: POSS Scale

Pasero Opioid-Induced Sedation Scale (POSS)

Sleep easy to rouse Acceptable; no action necessary; may increase opioid dose if ordered by
physician

Awake and alert Acceptable; no action necessary; may increase opioid dose if ordered by
phys

Slightly drowsy, Acceptable; no action necessary; may increase opioid dose if ordered by
easily aroused physician

Frequently drowsy, Unacceptable; monitor respiratory status and sedation level closely until
rousable but drifts level is stable at less than 3 and respiratory status is satisfactory, notify
off to sleep during anesthetist of patient’s condition

conversation

Somnolent, minimal Unacceptable; notify the anesthetist immediately, stay with the patient,

or no response monitor vital signs and respiratory status, ensure naloxone is available on

the nursing unit. Continue to monitor respiratory status and sedation level

closely until sedation level is stable at less than 3 and respiratory status is
satisfactory
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physician

Slightly drowsy, Acceptable; no action necessary; may increase opioid dose if ordered by
easily aroused physician

Frequently drowsy, Unacceptable; monitor respiratory status and sedation level closely until
rousable but drifts level is stable at less than 3 and respiratory status is satisfactory, notify
off to sleep during anesthetist of patient’s condition

conversation
Somnolent, minimal | Unacceptable; notify the anesthetist immediately, stay with the patient,
or no response monitor vital signs and respiratory status, ensure naloxone is available on
the nursing unit. Continue to monitor respiratory status and sedation level
closely until sedation level is stable at less than 3 and respiratory status is
satisfactory

Numerical Pain Scale
4 5 6 10

Moderate Worst
imaginable

Bromage Scale: Motor Assessment

Motor Assessment
No Residual Motor Block: free movement of legs and feet, can straight leg raise against gravity

Partial Block remains: just able to flex knees with free movement of feet

Almost Complete Block: only able to move feet, unable to flex knees
Complete Motor Block: Unable to move legs or feet
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Appendix C: Bromage Score

Bromage Score: Motor Assessment following spinal or epidural anaestl

Bromage Scale: Motor Assessment

Motor Assessment

No Residual Motor Block: free movement of legs and feet, can straight leg raise against gravity

Partial Block remains: just able to flex knees with free movement of feet

Almost Complete Block: only able to move feet, unableto flex knees

Complete Motor Block: Unable to move legs or feet
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To

rpose:
provide safe, standard clinical practice for caesarean section patients admitted

directly to the Maternal Child Women’s Health (MCWH) from the Operating Room
(OR) while recovering the patient postoperatively from spinal anesthetic.

Protocol:
The MCWH RN will complete the following certifications before assuming care of a
patient in the early postoperative recovery period:

1.
2.
3.
4.

Co
1.
2.
3.

4.

Read all associating policies

Complete the associating e-learning module and quiz

Obtain a passing grade of 80% or higher on the quiz

Complete hands-on training using the standardized training checklist

ntraindications to post-operative recovery on MCWH:

Unplanned or emergency caesarean sections

Caesarean sections performed under general anesthetic

Patient has received intravenous sedation during surgery and has a POSS scale
of 3 or more

When RN staffing on MCWH is not adequate to provide safe, supported care to
the postoperative patient during early recovery

Unstable postoperative patients or those who have experienced complications
during surgery

Upon the MCWH nurse’s clinical judgment (for example, an unstable or
resuscitated newborn)

This policy is published as part of an electronic document repository.
The user is responsible for referencing the most recently published electronic file.
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Equipment:

1.
2. IV infusion pump

3.

4. Yankauer, suction tubing, suction canister; 10 French suction catheter (port

o o

Dedicated vitals tower
Workstation on Wheels (WOW) with medication administration supplies
control) for newborn

Adult bag and mask, and yellow resuscitation box available on MCWH unit
Pads, mesh underwear, towels, k-basin

Procedure:

1.

2.

o0k w

© o N

OR aide retrieves patient’s hospital bed from admitted room on MCWH and
places outside of OR#5
To determine appropriate transfer to MCWH for early recovery, transfer of
accountability (TOA) takes place between MCWH nurse, OR circulating nurse,
PACU nurse and anesthetist while patient remains on the OR table, before
moving patient. Documentation is to be completed on the Nursing Handoff TOA
under iView in PowerChart
Patient transferred from OR table to hospital bed
OR nurse, obstetrician and anesthetist to accompany patient to their room
Receiving MCWH RN confirms placement of lines, drains, and dressings
Receiving MCWH RN completes the following assessments upon arrival, and
every 15 minutes for one hour or more until the patient is stable, as documented
on the Postpartum Flow Sheet for Cesarean Section Recovery to MCWH [Form
12-85 (E)]
a. Vitals signs including blood pressure, pulse, oxygen saturation
(continuous), temperature, and respiration rate
b. Additional obstetrical and surgical assessments including fundus, lochia,
abdominal dressing, urine output, POSS scale (Appendix A), Pain,
Bromage Score (Appendix B), breastfeeding, and skin-to-skin
Perform pericare, change pads as needed
Allow patient to assume a comfortable position of their choosing
For the cesarean section patient to meet criteria for transition from the early
recovery period, they will satisfy the following requirements:
a. Vital signs within patient’s normal limits
b. POSS scale of 1 or 2
c. Well-controlled pain
d. Minimal nausea and or vomiting
e. Bromage Score of 2 or less
f. Obstetrical and surgical assessments within normal limits

No visitors are permitted in the first hour on MCWH aside from the patient’s one
support person.

This policy is published as part of an electronic document repository.

The user is responsible for referencing the most recently published electronic file.
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The nurse will note any concerning or abnormal findings, and contact the
anesthesiologist and or obstetrician.

The nurse will promote maternal bonding and interaction with the newborn, including
skin-to-skin contact and assistance with breastfeeding within the first 1 hour of birth
and on demand, as appropriate.

Upon completion of early recovery, the nurse will continue documentation on the
Post-Partum Flow Sheet [Form 12-23(E)] and Routine Care Flowsheet [Form 17-
368(E)] as appropriate.

Originator: V. Janssens, RN
A.Tilstra, RN, MCWH Educator
L. Paton, Director MCWH

Current Reviewer:

Responsibility: Director Patient Care-MCWH

Reference: 1) American Association of Nurse Anesthetists (2019). Post anesthesia care
practice considerations, Retrieved from:

https://www.aana.com/docs/defaultsource/practice-aana-com-web-

documents-(all)/postanesthesia-care

practiceconsiderations.pdf?sfvrsn=677a6ac5 8

2) Clinical Skills Elsevier Perry and Potter.(2020)._Cesarean Delivery:
Recovery Care (Maternal-Newborn). Retrieved from
https://pointofcare.elsevierperformancemanager.com/skills/1142/quick-
sheet?skillld=MN_043

3) Day, R.A., Paul, P., Williams, B., Smelter, S.C., & Bare, B. (2010).
Intraoperative Nursing Management In, Brunner & Suddarth’s Textbook of
Canadian Medical-Surgical Nursing (2nd ed., pp 471-490).

Philadelphia, PA: Lippincott Williams & Wilkins

4) Day, R.A., Paul, P., Williams, B., Smelter, S.C., & Bare, B. (2010).
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Canadian Medical-Surgical Nursing (2nd ed., pp 491-517).
Philadelphia, PA: Lippincott Williams & Wilkins

5) Nettina, S.M. (2018). Perioperative Nursing Postanesthesia Care Unit In
Lippincott Manual of Nursing Practice (11th ed.) Retrieved from
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6) St. Thomas-Elgin General Hospital. (2016).
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Cross Reference:

1) Clinical Practice Manual - Unit 2: Vital Signs “Per Protocol”

2) Clinical Practice Manual - Unit 15: Primary Postpartum Hemorrhage,
Nursing Care in

3) Clinical Practice Manual - Unit 15: Postpartum Nursing

4) Clinical Practice Manual - Unit 15: Postoperative Caesarean Section
Opioid Analgesia Monitoring

5) Post-Partum Flow Sheet [Form 12 23(E)]

6) Routine Care Flowsheet [Form 17 368(E)]

8) Postpartum Flow Sheet for Cesarean Section Recovery to MCWH
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Appendix A: POSS Scale

Pasero Opioid-Induced Sedation Scale (POSS)

S Sleep easy to Acceptable; no action necessary; may increase opioid dose if
rouse ordered by physician
1 Awake and alert Acceptable; no action necessary; may increase opioid dose if

ordered by physician

2 Slightly drowsy, Acceptable; no action necessary; may increase opioid dose if
easily aroused ordered by physician
3 Frequently Unacceptable; monitor respiratory status and sedation level closely
drowsy, rousable | until level is stable at less than 3 and respiratory status is satisfactory,
but drifts off to notify anesthetist of patient’s condition
sleep during
conversation
4 Somnolent, Unacceptable; notify the anesthetist immediately, stay with the
minimal or no patient, monitor vital signs and respiratory status, ensure naloxone is
response available on the nursing unit. Continue to monitor respiratory status

and sedation level closely until sedation level is stable at less than 3
and respiratory status is satisfactory

This policy is published as part of an electronic document repository.
The user is responsible for referencing the most recently published electronic file.
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Appendix B: Bromage Score

Bromage Scale: Motor Assessment
Score | Motor Assessment
0 No Residual Motor Block: free movement of legs and feet, can straight leg raise
against gravity
1 Partial Block remains: just able to flex knees with free movement of feet
2 Almost Complete Block: only able to move feet, unable to flex knees
3 Complete Motor Block: Unable to move legs or feet

This policy is published as part of an electronic document repository.

The user is responsible for referencing the most recently published electronic file.
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INTRODUCTION

This General Anesthesia Self-Learning Manual is a valuable teaching resource based
on the Vancouver Community College (VCC) PeriAnesthesia Nursing Certificate
Course. Quinte Healthcare Corporation (QHC) would like to thank Vancouver
Community College for their assistance in the development of this manual.

QHC gratefully acknowledges the contribution of the members of the Professional
Practice and the Pharmacy Department for their assistance in the development of
this resource manual. QHC would also like to thank Dr. M Brown for his contribution
to the resource manual.

The General Anesthesia Self-Learning Manual is a resource to assist nurses in the
care of a patient requiring post-operative recovery.

Purpose

To review the perioperative assessment, procedure, purposes, drug therapies and
the physiological effects of general anesthesia. The information provides a
foundation for postanesthesia care of the patient. An understanding of the
intraoperative procedure and drug therapies help the Post Anaesthetic Care Unit
(PACU) nurse establish priority assessments and anticipate potential complications.

Objectives

. Define the phases of the perioperative period
. Identify key assessments and drug therapies within the perioperative period
. Discuss the goals of general anesthesia
. Discuss the advantages and disadvantages of using an endotracheal tube and
a laryngeal mask
5. Describe each phase of balanced anesthesia
a. Induction
b. Maintenance
c. Reversal
d. Recovery
6. Explain the indications, purpose and side effects of selected drug therapies
a. Inhalation agents
b. Non-opioid IV agents
c. IV opioids
d. Neuromuscular blocking agents
e. Reversal agents

BN -
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Perioperative Phases

There are three phases included in the perioperative period:
1.Preoperative phase
2.Intraoperative phase
3.Postoperative phase

Preoperative Phase

During the preoperative phase the initial emphasis is assessment by the
Anaesthesiologist. The Anesthesiologist uses a classifying system established by the
American Society of Anaesthesiologist (ASA) Physical Status Classification. The
patients’ are rated according to the following scale:

Status Description

ASA-1 Normal, healthy

ASA-2 Mild disease which is only limited under
extremes

ASA-3 Severe systematic disease, which limits
normal activity

ASA-4 Incapacitating disease, which is life
threatening

ASA-5 Critical illness, wherein survival is not
expected to exceed 24 hours with or
without surgery

ASA-6 Declared brain dead whose organs are
going to be donated

E Emergency

As surgery time approaches preoperative care focuses on patient assessment, allergy
identification, previous medical history, current medications and patient education.

Roles of the Interdisciplinary Team
Surgeon

Meets with the patient to describe the surgery and its potential complications and
obtain consent. In addition, patient consent or refusal must be obtained for the
administration of blood products. The surgeon or anaesthesiologist may order
additional diagnostic tests at this time to further assess the patient’s
readiness/appropriateness for surgery/anaesthetic needs.
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Anaesthesiologist

Meets with the patient to:
e Determine safest and most appropriate anaesthetic technique
e Obtain base line vital signs
e Perform an overall physical assessment
e Evaluate the upper airway and neck mobility to anticipate potential difficulties
with intubation
e Identify previous problems with anaesthetics (family history, nausea and
vomiting, malignant hyperthermia (MH))
e Identify any allergies
¢ Identify underlying diseases where adaptation may have to be made to
standard perioperative care (pregnancy, diabetes, morbid obesity, latex
allergy)
e Determine current medication regime, including herbal medications in order
to:
o Instruct patient on when to stop medications
o Identify medications that potentiate or antagonize perioperative
medication
e Prescribe preoperative medications
o To neutralize gastric acidity, prevent nausea/vomiting and enhance
gastric motility:
= Sodium citrate orally: metabolizes into bicarbonate and
decreases gastric acidity. Used to reduce the potential of
aspiration
= Ranitidine
= Antacids orally: given to increase gastric pH and reduce the
production of gastric acid
= Upper GI motility modifiers: to boost gastric emptying
o To alleviate the patient’s anxiety
* Drug choice is based on patient history, type and length of
surgery and desired effects
e To provide pre-emptive analgesia
e To prevent postoperative infections
o Itis dependent on the type of surgery but IV antibiotics may be ordered
and given by the Anaesthesiologist in the OR

Pre-admission Clinic

The nurse will screen the patient to:

e Obtain baseline information such as:
o Vital signs
o Medical history
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o Current drug/herbal remedies
o Allergies and reactions, and adverse drug reactions
e Perform an assessment
e Provide education about the surgery, postoperative course, hospital routines,
any skin or bowel preparation

Admitting/ Perioperative Nurse

The nurse will meet with the patient to:
e Obtain vital signs
e Perform an assessment
e Administer any preoperative medication(s)
e Offer reassurance and provide education

Intraoperative Phase

The intraoperative phase is where the anaesthetic is administered and the
surgery/procedure is performed.

The Anesthesiologist makes the final decision about the type of anesthetic to be
used. The choice to proceed with general anesthesia is based on:
e Age of the patient
Type of surgery
Location of surgery
Length of surgery
Patient preference
Underlying co-morbidities

General Anesthesia has distinct goals and stages.

The goals include:

¢ Maintain homeostasis
Sedation/unconsciousness
Amnesia
Blunting of reflexes
Analgesia
Muscle relaxation
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The stages of general anesthesia are:

1. Induction
a. Initial phase where intravenous (IV) induction agents (propofol,
thiopental, etomidate etc.) and inhaled anesthetics (isoflurane,
sevoflurane etc.) are given via mask to produce a rapid pleasant sleep.
Muscle relaxants may or may not be used for intubation.

2. Maintenance
a. The surgical procedure is performed during this phase and the goals
of general anaesthesia are met using a combination of agents

3. Emergence
a. This phased is marked by the end of the surgical procedure and the
withdrawal and/or reversal of the anesthetic agents

4. Recovery
a. The immediate postoperative period, where there is a return of
spontaneous breathing, protective reflexes, motor strength and
consciousness

A number of drugs are required to achieve the goals of anesthesia and to progress
the patient through the various stages. The common drug classes and agents used in
general anesthesia include:
e Inhalation agents
Non-opioid IV agents
IV opioids
Neuromuscular blocking agents
Reversal agents

There is no single drug that will balance the goals of general anaesthetic therefore a
group of agents is used to achieve what is termed balanced anaesthesia.

Inhalation Agents

The primary goal of inhalation agents is to provide sedation/unconsciousness. The
pathway for inhaled gases starts at the anaesthetic machine. The inhaled gas moves
through the lungs and then is transported via the vascular system to the brain. The
mechanism of action of the inhalants is poorly understood, but it is assumed that the
desired effects are dependent upon reaching therapeutic concentrations of the agent
in the brain. Inhalants do not act upon a specific area of the brain to produce
anaesthesia but act upon different parts of the brain. The various central nervous
system (CNS) areas affected by anaesthetic agents are:

Page 6 of 21 General Anaesthesia - Self-Learning Package
2/12/2013





e Reticular activating system
e (erebral cortex

e (Cuneate cortex

e Hippocampus

e Spinal cord

Inhalants are effective but are the most difficult to use, because of their narrow
safety margins and inter-patient variations. Inhaled anaesthesia has different
pharmacological properties and dosing measurements than other drugs. Inhaling
the drugs allow for rapid uptake of the drug in the arterial blood. Specifically, a
calculation was introduced called the minimum alveolar concentration (MAC) as a
standard measure for the dose/potency of inhaled anaesthetics. MAC is defined as
the minimum alveolar concentration at which 50% of the patients do not respond to
the surgical incision. Conditions that modify MAC are:

Increase MAC Decrease MAC
e Youngage e QOld age
e Hyperthermia e Hypothermia
e Alcohol addiction e Acute effects of alcohol
e (NS stimulants -Cocaine e (NS depressants-
e Physostigmine benzodiazepines

CNS effects of local anesthetics
e Narcotics
e Pregnancy

Note. Adapted from “Perianethesia Nursing Certificate Program Module 1: General
Anesthesia”. 2005 p 45 Copyright by Vancouver Community College

Inhaled anaesthetics can be used for induction and maintenance. During
maintenance the inhaled anaesthetics must be tailored to the patient because
overtime these agents accumulate in the body tissue. The accumulation is
dependent on the duration of anaesthesia, body mass and tissue type (fat). Since
inhaled agents are fat-soluble and thus accumulate in the fat stores, certain
measures are used to prevent excessive accumulations. For example, nitrous oxide
which is a relatively fat insoluble agent is administered concurrently to reduce the
amount of fat-soluble inhaled agents required.
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Common Inhalation Agents

Agent Use Advantages Disadvantages
Desflurane e Used for Has a low lipid pungent odour
(Surane) maintenance solubility thus which causes
Volatile anesthesia recommended for coughing, breath

obese patients holding or
Rapid emergence laryngospasm
Muscle relaxant therefore not
effects recommended for
Less shivering induction
May cause
tachycardia
May cause
hypotension
May cause nausea
Decreased
ventilator
response to
increased CO2
Potentiates
NMBA write out
first time
Eliminated totally
by the
respiratory tract
Respiratory
depressant
Isoflurane e Widely used Promotes stable Notused as a
(Forane) e Used for cardiac rhythm mask induction
Volatile maintenance Safe for patients because of its
anesthesia with renal or pungent/
hepatic disease irritating smell,
No CNS which can lead
excitability coughing, breath
Increases heart holding and
rate but laryngospasm
maintains cardiac Increases
output cerebral spinal
Bronchodilator fluid absorption
Shivering
Potentiates
NMBA
Page 8 of 21 General Anaesthesia - Self-Learning Package
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Agent Use Advantages Disadvantages
CNS depressant
Respiratory
depression
Sevoflurane | e Used for mask Used in paediatric Most expensive of
(Ultane) induction and patients’ because all agents
Volatile maintenance of of its minimal Potentiates
anesthesia airway irritation NMBA
Promotes a stable Decreases cardiac
cardiac rhythm contractility
Does not sensitize Increase
the heart to intracranial
catecholamine- pressure (ICP)
induced Caution use with
arrhythmias renal
Extremely rapid insufficiency
onset and offset Because of its
Most rapid rapid offset
emergence of all supplement with
agents-used in analgesia
day surgeries administration
Muscle relaxant Respiratory
Preserves CO2 depressant
response
Does not depress
kidneys or liver
function
Nitrous e Used for e Usedasa Increased
Oxide (N20) maintenance of vapourized pulmonary
Non-volatile anesthesia anesthetic agent vascular

e Odourless to

sweet smelling
gas

Has additive
anesthetic effects
therefore
lowering the
concentration of
other gases
needed

resistance (PVR)
and systemic
vascular
resistance (SVR)
Decreased
cardiac output
with left
ventricular
dysfunction
Dampens hypoxic
drive

No muscle
relaxant effects
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Note. Adapted from “Perianethesia Nursing Certificate Program Module 1: General
Anesthesia”. 2005 p 27 Copyright by Vancouver Community College

Clinical Implications Overview

General Side Effects

Phase 1 Recovery Implications

CNS depression

e Patient may be unconscious and
the patient may need an oral
airway or jaw thrust to maintain
their airway

Respiratory depression

e Frequent monitoring of
respiratory rate/depth and
continuous pulse oximetry

Airway irritation

e Some of the inhalation agents
cause irritation of the bronchial
tree; patient needs to be
monitored for laryngospasm and
bronchospasm. A traumatic
intubation and extubation can
cause this problem as well.

Cardiac arrhythmias

e Monitor patient for bradycardia
and tachycardia

Vasodilation and muscle relaxation

e C(Can lead to hypotension

Shivering

e Uncomfortable and can increase
the patient’s basal metabolic rate

Rapid emergence

e patient can have excruciating
pain

Normothermoregulation

e Monitor patient for hypo/
hyperthermia.

e Monitor body temperature before
and after surgery

Note. Adapted from “Perianethesia Nursing Certificate Program Module 1: General
Anesthesia”. 2005 p 29 Copyright by Vancouver Community College

Non-opioid Intravenous Agents

The focus of non-opioid intravenous anesthetics is to provide
hypnosis/unconsciousness, amnesia, and to blunt reflexes during induction and
maintenance. The non-opioid intravenous anesthetics span across various drug
categories (barbiturates, benzodiazepines, neuroleptics). Because there is not an
ideal agent, agents are chosen over others based on:

e age of the patient
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e the patient’s current health status
e if the patient has hepatic or renal dysfunction
e length of surgery
e type of surgery
e anesthesiologist preference
Common Non-opioid Intravenous Agents

Drug Use Advantage

Disadvantage

Propofol ¢ Induction and ¢ Rapid emergence with
maintenance minimal CNS effects

e Rapidly e Antiemetic properties
metabolized
without
accumulation

e Onset<40
seconds

e Peak1-3
minutes

e Duration 3-10
minutes

e Hypotension

e Decreased systemic
vascular resistance

e Decreased cardiac
output

e Can cause
bradycardia

e Profound
depressant effects
on rate and depth
of ventilation

e Dose-dependent for
respiratory
depression

e Lower inhibition

e Reduced dose
recommended in
elderly

e Not recommended
in children under
the age of 3

e Risk of bacteremia

e Aspectic technique
is essential

¢ Do not use for
epidural toxicity

e Decreased cerebral
profusion
pressures, cerebral
blood flow

e Increased ICP

¢ No analgesic
properties
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Drug Use Advantage Disadvantage
Etomidate ¢ Induction agent e Short acting e Nausea and
(Amidate) promoting stable | e No histamine release vomiting
hemodynamics e Used with cardiac e Adrenal
e Used during patients when suppression
ablation surgery vasodilation and e Activates seizures
and ECT cardiac suppression is e Causes pain at
e Onset: 15-45 particularly injection site
seconds undesirable ¢ No analgesic
e Peak: 1 minute e Decreases ICP but is properties
e Duration: 4-10 cerebroprotective ¢ Hypnotic
minutes e Less arrhythmias e Laryngospasm,
cough and hiccups
during injection of
the drug
Ketamine e (Conscious e Minimal respiratory e Nightmares
(Ketalar) sedation depression e Delirium
e Induction and e Increased
maintenance intraocular and
e Agentused for intracranial
bronchospastic pressure
disease and e Increased oral
hypotension secretions (rare)
because of its e Hypertension
sympathetic e Tachycardia
activation and ¢ Potential for
bronchodilation hallucinations
* Analgesic e Related to PCP/LSD
properties
e Onset: 30
seconds
e Anesthesia
duration 5-10
minutes
e Analgesia
duration: 20-45
minutes

Note. Adapted from “Perianethesia Nursing Certificate Program Module 1: General
Anesthesia”. 2005 p 31-32 Copyright by Vancouver Community College
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Benzodiazepines

Benzodiazepines, which are sedatives, have enhanced the anesthetic outcome. They
depress limbic systems without causing cortical depression. They interact with the
inhibitory neurotransmitter GABA and result in reduced orientation, retrograde
amnesia, anxiolysis and relaxed skeletal muscles.

Drug Use Comments
Diazepam Anesthetic adjunct e With rapid injection can cause bradycardia,
(Valium) Onset: almost hypotension
immediate e Respiratory depression
Duration: 20-30 e Pain at injection site
minutes hours e Longer % life in older adults and those with
Longer duration in hepatic disease
older patients e Some muscle relaxation
Lorazepam Anesthetic adjunct | e Prolonged sedation
(Ativan) Onset: 5-20 e Provides good cardiovascular and
minutes respiratory stability
Peak: 15-20 e Usually used as preanesthetic medication
minutes
Duration 6-8 hours
Midazolam Anesthetic adjunct eProlonged effects in older adults and those
(Versed) Onset: 3-5 minutes with kidney or renal failure
Peak> 15 minutes ¢2-4 times as potent as diazepam
Duration: 1-2 eWater soluble
hours ¢CNS depressant
eDecreased injection pain

Note. Adapted from “Perianethesia Nursing Certificate Program Module 1: General
Anesthesia”. 2005 p 33-34 Copyright by Vancouver Community College

Clinical Implications Overview

General Side Effects

Phase 1 Recovery Clinical Implications

CNS depression

Patient may be unconscious and need an
oral airway or jaw thrust to maintain a
patent airway

Respiratory depression

Frequent monitoring of respiratory
rate/depth and continuous pulse oximetry

Airway irritation

Some of these agents can cause irritation of
the bronchial tree therefore the patient is
at risk for laryngospasm and
bronchospasm
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Changes in blood pressure Monitor blood pressure closely as some
agents may cause hypotension while others
cause hypertension

Painful injection Postoperative pain assessment is not
limited to the operative site but needs to
include the IV injection site

Emergence delirium Anticipate personality changes or agitation
Other Increased duration in patients with liver
disease

Note. Adapted from “Perianethesia Nursing Certificate Program Module 1: General
Anesthesia”. 2005 p 36 Copyright by Vancouver Community College

Intravenous Opioids

An unconscious state does not mean the absence of pain thus it is very important to
include analgesia as part of balanced anaesthesia. All opioids interact with opioid
receptors in the CNS and are the primary postoperative pain management
medication. Opioids have different effects based on affinity for receptors, lipid
solubility, half-life and the presence or absence of active metabolites. Most opioids
are metabolized by the liver.

The most common side effect of opioids is respiratory depression, which is related
to dose, rate of administration, and other drug interactions.

Other side effects include:
¢ hypotension

¢ nausea and vomiting
e constipation
¢ increased intra-biliary tract pressure
e urinary retention
e vertigo
e dysphoria
e pruritus
Common 1V Opioids
Drug Use Advantages Disadvantages
Morphine Onset: 2-3 e Standard analgesia e Bradycardia (from
minutes o Effective for relieving increased activity
Peak: 20 minutes deep or visceral pain, over the vagus
Duration: 2-7 as well as skeletal nerve)
hours muscle, joint and skin e Tachycardia
pain e Vasodilation
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Cardiovascular

Histamine release -

stability itch
Can cause nausea and
vomiting
Meperidine | Onset: 1-2 Useful for shivering Use with caution in
(Demerol) minutes Caution in the elderly- patients with
Peak: 5-7 minutes delirium seizure disorders,
Duration: 2-4 1/10 as potent as increase intracranial
hours morphine pressure and
Hypotension renal/hepatic
dysfunction
Tachycardia
Hypotension
Fentanyl Onset: 30 seconds Diminished sensitivity When administered
(Sublimaze) | Peak: 5-15 to CO2 may persist too fast causes
minutes longer than skeletal and chest

Duration: 30
minutes-1 hours

respiratory depression
More lipophilic than
morphine

At high doses a double
peak effect may occur-
meaning fentanyl is
sequestered to the
stomach and muscle,
resulting in
recirculation and
further respiratory
depression

Prolonged elimination
in the elderly

Is 50-100 times as
potent as morphine
Less cardiovascular
instability

wall rigidity leading
to respiratory
distress

Persistent
respiratory
depression
Bradycardia is more
prevalent than
morphine

Causes more
sedation then
morphine

Does not cause
histamine release
even in high dosages

Note. Adapted from “Perianethesia Nursing Certificate Program Module 1: General

Anesthesia”. 2005 p 40 Copyright by Vancouver Community College
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Clinical Implications Overview

General Side Effects Clinical Implications

Respiratory depression Frequent monitoring of respiratory rate/depth and
continuous pulse oximetry

Changes in heart rate Many of these agents can cause bradycardia. Frequent
pulse checks or ECG monitoring is indicated

Vasodilation Monitoring for hypotension

Histamine Release Monitor for associated complications such as pruritus
and hypotension.

Nausea and vomiting Frequent assessment for this complication are

necessary, check OR note to see if patient received an
antiemetic intraoperative

Note. Adapted from “Perianethesia Nursing Certificate Program Module 1: General
Anesthesia”. 2005 p 42 Copyright by Vancouver Community College

Neuromuscular Blocking Agents (NMBAs)

The purpose of NMBAs is to promote muscle relaxation during surgery. To
understand how NMBAs work a review of the neuromuscular junction (NM]) must
be done first.

The neuromuscular junction is composed of myelinated nerve and skeletal muscle
fibers. When neurons carry impulses to the NM] the neurotransmitter acetylcholine
(ACh) allows the impulse to move across the synaptic cleft to the motor endplate
and activate the processes for muscle cells permeability. As a result, depolarization
begins and spreads throughout the fibers producing muscle contraction.

ACh is loosely bound to the receptor site thus it moves on and off rapidly. Once off
the muscle cell repolarizes and returns to a resting state. Once Ach is released it is
eliminated in one of two ways; diffusion (reuptake) or hydrolysis by the enzyme
acetycholinesterase. Choline and acetate, the end products of the hydrolysis process,
are absorbed by the nerve terminal and used to produce new ACh.

NBMAs work by altering the normal activity of ACh at the NMJ. NMBAs are classified
into 2 groups; depolarizing and nondepolarizing. Depolarizing agents act as an
antagonist at the NM] by mimicking ACh. These drugs cause sustained
depolarization, which prevents impulse transmission and results in paralysis.
Nondepolarizing agents combine with muscle receptor sites to block ACh and
prevent depolarization which causes paralysis.
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Drugs and Conditions that Impact the Effect of NMBAs

Potentiators Antagonists
Drugs ¢ Aminoglycosides e Anticonvulsants
e Tetracycline’s e Anticholinesterases
¢ Flammable anesthetics e Phenytoin
e Corticosteroids
e Potassium wasting
diuretics
e Betablockers
e Quinidine
e Procainamide
e Lithium
e Cyclosporine
e Dantolene
Clinical Conditions e Respiratory acidosis e Hyperthermia
e Metabolic acidosis e Hypercalcemia
e Hypothermia e Hyperkalemia
e Hypocalcaemia e Hyponatremia
e Hypokalemia e Hypermetabolic states
e Hypermagesemia e Burns
e Impaired renal/hepatic e Edema
function e Prolonged/chronic

Adrenocortical
dysfunction
Neuromuscular disorders

exposure to
neuromuscular blockades

Note. Adapted from “Perianethesia Nursing Certificate Program Module 1: General
Anesthesia”. 2005 p 45 Copyright by Vancouver Community College

Depolarizing Ultra Short Acting NMBAs

Agent Onset Duration Spontaneous | Comments
(minutes) | (minutes) | Recovery
(minutes)
Succinylcholine 1 5-10 20 e Short onset and

duration

e Used for intubation

¢ Prolonged paralysis in
pseudocholinesterase
deficiencies

e Contradicted in
malignant
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hyperthermia,
hyperkalemia, open
eye injury, major tissue
trauma, increased
intracranial pressure
(ICP)

o Side effects:
bradycardia and
increased serum
potassium

e No CNS effects

e Can cause
hyperkalemia in
patient with certain
catabolic states or
central nervous/
neuromuscular system
injury/disease

Trigger for myopathic
or malignant
hyperthermia

Note. Adapted from “Perianethesia Nursing Certificate Program Module 1: General
Anesthesia”. 2005 p 46 Copyright by Vancouver Community College

Non-depolarizing Short Acting

Agent Onset Duration Spontaneous | Comments
(minutes) | (minutes) | Recovery
(minutes)
Rocuroniu | 1 22-30 30-50 e Not associated with histamine
m release

e Metabolized by the liver therefore
prolonged in patients’ with liver
disease

e Duration not significantly prolonged
renal failure

e Minimal cardiovascular effects
(hypotension/ bronchospasms)
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Non- depolarizing Intermediate -Long Acting NMBAs

Agent Onset Duration Spontaneous | Comments
(minutes) | (minutes) | Recovery
(minutes)
Cisatracurium 1-2 20-30 30-50 e elimination

independent of renal
and hepatic function
e Histamine release

Note. Adapted from “Perianethesia Nursing Certificate Program Module 1: General
Anesthesia”. 2005 p 48 Copyright by Vancouver Community College

Clinical Implications Overview

General Side Effects Clinical Implications

Respiratory depression related to muscle Frequent monitoring of respiratory

relaxation/weakness rate/depth and continuous pulse
oximetry

Decreased venous return related to muscle Monitor for hypotension

relaxation

Histamine release Monitor for associated complications

Please review the Malignant Hyperthermia such as hypotension.

Manual

Note. Adapted from “Perianethesia Nursing Certificate Program Module 1: General
Anesthesia”. 2005 p 51 Copyright by Vancouver Community College

Reversal Agents

As the surgery nears completion discussion between the surgeon and the
anesthesiologist will begin to focus on the completion time, and the patient’s
emergence from anesthesia. This estimation is important because the patient
receives a number of different types of medication that need to be stopped, titrated,
reversed or simply need to have time to wear off. Some IV drugs have drug specific
reversal agents. These reversal agents often have shorter duration than the drugs
they reverse and so it is important to assess the patient for re-sedation or re-
paralysis. If the ending of surgery is close to the wear off time of the drugs then
reversal agents are not used or if the plan is for the patient’s postoperative care is
mechanical ventilation the patient may not be reversed.

\ Drug \ Use | Comments
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Naloxone

Opioid antagonist

Reversal of opioid
induced respiratory
depression and
sedation

Short ?er duration of
action than many
opioids

Assess for tachycardia,
hypertension and
hyperventilation

May need higher dose
with Fentanyl.

Flumazenil

Benzodiazepine
antagonist

Benzodiazepine-
induced
hypoventilation may
not be completely
reversed

Can trigger seizures
Can cause nausea and
vomiting

Note. Adapted from “Perianethesia Nursing Certificate Program Module 1: General
Anesthesia”. 2005 p 52 Copyright by Vancouver Community College

NMBA Reversal

Drug

Uses

Comments

Edrophonium

Cholinesterase inhibitor

Rapid onset with brief
duration

Work ?s for
nondepolarizing
agents

Atropine

Anticholinergic agent

It is the anticholinergic
of choice to use with
Edrophonium

Neostigmine

Cholinesterase inhibitor

Reversal agent of
choice due to its long
duration and
reliability

Pyridostigmine

Cholinesterase inhibitor

Slowest of the agents
for onset but longest in
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agent for duration

e Usedin elderly
because it has fewer
autonomic side effects

Glycopyrrolate Anticholinergic agent e Used to counteract the
effects of Neostigmine
and Pyridostigmine

Note. Adapted from “Perianethesia Nursing Certificate Program Module 1: General
Anesthesia”. 2005 p 53 Copyright by Vancouver Community College
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INTRODUCTION

This Peri-Anesthesia Nursing Assessment and Care Self-learning Manual is a valuable teaching
resource based on the Vancouver Community College (VCC) Peri-Anesthesia Nursing
Certificate Course. Quinte Healthcare Corporation (QHC) would like to thank Vancouver
Community College for their assistance in the development of this manual.

The Peri-Anesthesia Nursing Assessment and Care Self-Learning Manual is a resource designed
to assist nurses in taking a focused and systematic approach to the assessment and care of
patients in the Post Anaesthetic Care Unit (PACU).

OBJECTIVES

e Describe the goals of Peri-Anesthesia nursing practice
e Discuss the critical elements within the anesthetist’s and OR nurse’s perioperative
patient report
e Review airway management
e Differentiate between the primary and assisting nurses’ roles and responsibilities during
the admission process
Review required initial assessments
Review necessary PACU assessments and their frequencies for:
o Stable vs. unstable patients
o Conscious vs. unconscious patients
e Explain sources of measurement error associated with pulse oximetry and blood
pressure monitoring
e |dentify the purpose for and components of the post anesthetic scoring system
e Discuss safety and comfort measures for patients in PACU
e Discuss the components and rationale for PACU discharge criteria
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THEORY

PACU nurses have unique roles and responsibilities in patient assessments and in anticipating,
preventing, minimizing and managing immediate post operative problems. The PACU nurse
must understand and differentiate between the different types of anesthesia and potential
complications. A PACU nurse requires a systematic approach to patient assessments. The
following will be discussed:

Key components of the admission to PACU process
Airway management

Vital signs including pulse oximetry

ECG monitoring

Dressings and drains

Level of consciousness and post anesthesia score
Comfort measures

Intake and output

Discharge criteria

Patient’s Admission Process to PACU

The patient is transported from the OR to PACU via a stretcher and accompanied by the
Anaesthesiologist and the OR nurse. The patient’s primary nurse, in PACU, will perform the
initial assessment focusing on:

Airway

Breathing

Pulse oximetry
Pulse/heart rate

Blood pressure
Temperature

Level of consciousness
Dressings and drains

The second nurse will assist in the admission process by:

Attaching oxygen to the patient if needed

Assisting with patient’s hook up to the monitor (ECG, Blood pressure, oximetry)
Sorting out IV lines

Setting up IV infusion rates

Determining how much is left in the IV bags to determine accurate IV intake
measurement

Ensuring all drainage systems are patent

Assisting with repositioning patient
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During this time the Anaesthesiologist and the OR nurse should remain with the patient. Once
the primary nurse has completed his/her initial assessment, the Anaesthesiologist and the OR
nurse will give report. The report should summarize the patient’s history and perioperative
course by discussing:

e Patient’s name, age, gender and primary language

e Patient’s American Society of Anaesthesiologists (ASA) level and any co-morbidities

e Type of anesthetic used

e Surgical procedure performed

¢ OR length and any complications

e The intraoperative course-vital sign, IV fluid intake including blood products and

estimated blood loss and other outputs

Type of surgical wound

The condition of the operative site and the dressings

Location and patency of tubes and/or drains

Preoperative medications

Medications given and response to these medications (anesthetic agents and reversal

agents)

Allergies

e Test ordered with any pertinent test results

e Review of the PACU order including analgesics antiemetics, antibiotics, oxygen
therapy, IV therapy or epidural infusion

SBAR
Situation:
e Patient’s name, age, gender and primary language
e Surgical procedure performed
e Type of anesthetic used
o Allergies
Background
e Patient’s American Society of Anesthesiologists (ASA) level and any co-morbidities
e OR length and any complications
e The intraoperative course-vital sign, IV fluid intake including blood products and
estimated blood loss and other outputs
e Preoperative medications
e Medications given and response to these medications (anesthetic agents and reversal
agents)
Assessment
e Type of surgical wound
e The condition of the operative site and the dressings
e Location and patency of tubes and/or drains
Recommendations
e Test ordered with any pertinent test results
e Review of the PACU order including analgesics antiemetics, antibiotics, oxygen
therapy, IV therapy or epidural infusion
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This information is available on the anesthetic record but it is important for the primary nurse to
have received this information from the OR staff. The OR staff should remain in PACU until the
primary nurse accepts responsibility. This is crucial because the patient is the most vulnerable
immediately postoperatively and the primary nurse requires an immediate understanding of the
patient history and perioperative course to make informed clinical decisions.

Once the PACU nurse has completed the initial assessment and received report, the nurse will
monitor airway, breathing, pulse oximetry, pulse/heart rate, blood pressure, level of
consciousness, dressings/drains and intake and output until awake and stable. All parameters
will be reassessed g 15 minutes until the patient is discharged from PACU. When the patient is
awake and stable the nurse can review the pertinent information in the chart.

After the initial observations are made, systematic assessment (head to toe assessment) of the
patient should be completed.

Airway Assessment and Management

Airway is everything. The patency of a post-operative patient’s airway is affected by the
medications administered in the OR to sedate or produce an unconscious state. Airway patency
is the first assessment performed by the nurse when the patient arrives in the PACU. When the
patient is unconscious airway checks are done g5 minutes. When the patient is fully conscious
airway checks are done q15 minutes. Remember to also listen to breath sounds over the trachea
as this can alert the nurse to other upper airway complications.

In an unconscious adult patient recovering from general anesthetics no breath sounds usually
indicates airway obstruction, either by the tongue or incorrect positioning of the artificial airway.
For adults, repositioning of the artificial airway or a jaw thrust may be necessary to open the
patients’ airway. In a child the head-chin-tilt may be necessary to open the airway.

Oral and Nasal Airways
Oral and nasal airways are used to hold the tongue away from the posterior wall of the pharynx
allowing the unconscious patient to spontaneously breathe.

In an adult the oral airway is inserted upside down and advanced to the back of the throat where
it is rotated into position. In young children the oral airway is inserted right-side-up into the
back of the throat. This is done to prevent soft palate damage. A tongue depressor can be used
to hold the tongue down while the airway is being inserted.

The following are important differences to consider about a child’s airway:
e The airway is smaller and shorter than in adults
The tongue is larger
The larynx is higher/ moved towards the head and is funnel shaped
The epiglottis is long, floppy and narrowed
The vocal cords are attached more anteriorly and lower than in adults
The narrowest part of the airway is at the cricoid cartilage because of the funnel shape
of the larynx
e Airway edema in infants and children create a greater amount of airway resistance than
in adults because of the smaller diameter and the greater percentage of edema in
relationship to overall diameter
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Sizing of an oral airway is based on estimation. Place the flange of the oral airway next to the
corner of the mouth and then line up the tip with the angle/corner of the jaw. If the size is
correct, the airway tip should reach to but not go past this jaw line. Oral airways are preferred
for children.

In adults nasal airways are lubricated with water or a water-based jelly and gently inserted
through the nare into the back of the throat. Sizing is determined by measuring the distance from
the tip of the nose to the earlobe. Nasal airways are contraindicated in children who have or have
had tonsillectomies, adenoidectomy and cleft palate.

Other complications arising from oral and nasal airways are:

e Mouth, nose or throat trauma related to forceful insertion

e Airway obstruction- wrong positioning of the artificial airway, airway if too long and
occludes the epiglottis or rest on the esophagus

e Precipitation of vomiting and laryngospasm in semi-conscious and conscious patients’

An oral or nasal airway should be removed when the patient is awake and has the muscle
strength to spit the oral airway our or when the patient has some degree of purposeful movement.

Respiratory Assessment

When assessing the patient’s respiratory status note the rate, rhythm and depth of respirations;
paradoxical movement and symmetry of respirations; and breath sounds especially over the
trachea. If no sound or adventitious sounds are heard over the trachea this can be a sign of upper
airway obstruction and emergent intervention is required. It is also important to listen to lung
fields for air entry. In the unconscious patient upper lobe breath sounds will be heard and as the
patient awakens air entry will be heard through out lung fields.

Note any nasal flaring, tracheal deviation, chest deformities, and/or use of accessory muscles or
coughing.

Key changes in respiratory function must be detected early so that appropriate measures can be
taken to ensure adequate oxygenation and ventilation. The most significant respiratory problems
in the immediate postoperative period includes: hypoventilation, airway obstruction, aspiration
and atelectasis.
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Vital Signs

The frequency of vital signs is dependent on the patient’s level of consciousness and stability and
current vital signs are assessed against the patient’s preoperative baselines. In PACU vital signs
are typically taken g5 minutes until the patient is conscious and stable and then q15 minutes.
Assessment consists of the monitoring of respirations, pulse oximetry, pulse, ECG, BP, and
temperature.

Pulse Oximetry

Pulse oximetry is essential for all PACU patients because it provides continuous estimation of
arterial oxygen saturation. A normal SpO2 value equal to or greater than 95% is acceptable. For
patients with COPD the Anesthesiologist should set a target parameter for O2 saturation.

Tips to determine/ maintain the accuracy of pulse oximetry include:
e Trending of values not isolated values
Apply a well fitted sensor/probe to the finger on the non-dominant hand
Check perfusion at the probe site
Avoid edematous sites
Avoid tension on the cable
Avoid application of the probe/sensor on the same limb as the noninvasive BP cuff or
arterial line
Reposition adhesive probes g8h and spring tension probes g4h to prevent skin ulcers
e For joint or limb surgery place the pulse oximetry probe on the affected limb. This
will provide ongoing information about perfusion at this site. This does not take away
from routine limb assessment

Factors that influence the accuracy of measuring SpO2:
e Incorrect fitting probe

Dark nail polish

Hypothermia

Hypotension

Vasoconstriction

Anemia

Carboxyhemoglobinemia

Motion and light artifact

Pulse oximetry measurements strongly correlate with the oxygen dissociation curve but should
not be the only indicator to evaluate ventilatory effectiveness. Other assessments that must be
used to evaluate a patient’s ventilation and oxygenation include colour of lips and nail beds, and
restlessness/disorientation as classic signs of hypoventilation.
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Circulatory System

The three basic components of the circulatory system that are evaluated are:
1. The heart as a pump
2. the blood
3. the arteriovenous system

Pulses

Obtaining a pulse rate is essential and is complimented by concurrent monitoring of the electrical
activity of the heart through an ECG monitoring system.

For patients who have had limb or joint surgery a comprehensive check of colour, sensation,
movement, skin temperature and pulses of the affected and unaffected limb are done q 15
minutes.

Electrocardiographic Monitoring

An understanding of basic cardiac monitoring is essential in PeriAnesthesia nursing.
Dysrhythmias of any type can occur and all abnormal rhythms should be documented with a
rhythm strip and recorded in the patient’s chart. Any questionable rhythms should be
documented using a 12 lead ECG.

Blood Pressure Monitoring

Blood pressure (BP) monitoring is an important determinant in the evaluation of perfusion. The
preoperative BP is the baseline used for assessment with all subsequent BP readings compared to
this baseline

BP monitoring in the unconscious patient should be done g5 minutes until the patient is
conscious and stable then it is reduced to q 15 minutes.

Several practices around BP measurements can be helpful and alert the nurse to possible
pathological conditions:

e Measure BP in both arms. A difference of 10-15 mmHg can indicate reduced arterial
flow

e Compare BP during inspiration and expiration. Normally during inspiration there is a
3-4mmHg drop. If this drop is greater than 11 mmHg this can be pulsus paradoxus

A low postoperative blood pressure may be the result of a number of factors:
muscle relaxants

spinal anesthesia

preoperative medication

blood loss

poor lung ventilation

peripheral blood pooling
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Nursing interventions can be as easy as administration of oxygen to help eliminate anesthetic
gases, stimulation of the patient into a more wakeful state, deep breathing, leg exercises, and

verbal stimulation. If low circulating volume is suspected the physician may augment this by
increasing IV rate/ bolusing the patient with 1V fluid.

Temperature

Temperature monitoring is mandatory especially in patients who:

Have had a long surgery (greater than 2 hours)

Have a history of hypo/hyperthermia

Avre children or elderly

Have had multiple crystalloid or colloid infusions during the procedure

Factors that influence the body temperature of the PACU patient are:

Anesthesia

Preoperative medication

Age of the patient

Temperature of the IV fluids
Vasoconstriction

Vasodilation

Amount of body surface exposed
Temperature of irrigation fluid
Temperature of ambient air

Management of the patient with hypothermia is focused on the restoration of normothermia and

the avoidance of shivering. Warm blankets may be placed over the patient and forced air

warming systems provide an effective means of gradual warming.

@Pﬁ For febrile patients’ the primary treatment is correction of the underlying cause of the

‘ /. fever. The concern is whether the underlying fever is harmful or part of a host-
defensive mechanism.

%
—

A core temperature increase of 1°C can increase the metabolic rate by thirteen percent.

Malignant Hyperthermia is a hereditary abnormality of muscle metabolism initiated by certain
trigger agents that results in a life threatening hypermetabolic state mostly commonly associated
with hypercarbia and hyperexia. Please refer to QHC’s Malignant Hyperthermia Manual for
additional information.
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Dressings and Drains

Dressings and drainage systems require ongoing monitoring and are typically done on admission
and g15 minutes. Remember to:

Always look under the patient for bleeding

Gently palpate the incision for hematoma formation

Circle the amount of oozing on a dressing using a pen and note the time

Ensure drainage tubes have no kinks or dependent loops

Ensure suction is activated on Hemovac and JP drains. Check incisional drains or chest
tubes and if there is minimal drainage try repositioning patient and then recheck
drainage

Comfort Measures

Provide warm blankets to patient because the OR theatre is cool and many of the
inhalant can cause shivering

Treat nausea promptly

Administration of analgesia for pain

Reposition patients

Intake and Output

The PACU nurse is responsible for calculating the OR as well as PACU intake/output and
documenting the totals.
OR Calculation includes:

IV fluids administration
Urine output
Nasogastric losses
Estimated blood loss

PACU Calculation includes:

IV fluids

Urine output

Drainage from incisional dressing/drains
Nasogastric losses

Emesis
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Discharge Criteria

Decisions about readiness for discharge of the patient from the PACU is the responsibility of the
anesthesiologist. At QHC this responsibility is transferred to the nurse through the written
Medical Directive Discharge Criteria for PACU.

A postanesthesia scoring system (Modified Aldrete) is used to provide an objective numerical
score to illustrate readiness for discharge from the PACU. This assessment score is required on
admission and g15 minutes until discharged from PACU. Postanesthesia scoring systems
provide information about the patient’s respiratory status, level of consciousness, circulation and
motor strength. With trending of information, the nurse can identify normal progression and
improvements or deteriorations in the patients’ status. The postanesthesia scoring system can
help to identify problems like re-sedation or re-paralysis.

Discharge criteria have been created for two phases of recovery (Phase | and 11).

Phase |

Phase | is the level of care in which close monitoring is required and basic life-sustaining needs
are of the highest priority. During this phase the PeriAnesthesia nurse conducts assessments,
interventions and monitoring to maintain airway patency, promote hemodynamic stability, and
provide adequate pain management. The primary goal is to facilitate the transition of the patient
from this level of care to Phase II.

Areas of focused assessment for determining readiness for discharge from Phase 1 to Phase 2
include (but are not limited to):

Airway patency, respiratory function, and oxygen saturation
Stability of vital signs including temperature
Level of consciousness and muscular strength
Adequate pain control

Mobility

Patency of tubes, catheters, drains and I1Vs
Skin colour and condition

Intake and output

Anxiety

Child, parent, significant other interactions
Modified Aldrete Score

All patients who have had a general or regional anesthetic will remain in the PACU until they
meet the Discharge Criteria as per the Medical Directive.

A PACU nurse who has demonstrated competency on the Medical Directive can implement
Phase | Discharge Criteria and may discharge a patient from the PACU when the patient meets
the Discharge Criteria.
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Phase 11

Phase 11 is the level of care in which clinical care is focused on preparing the patient to return
home or transition to a extended care unit within the hospital for further observation.

Areas of focused assessment/intervention for determining readiness for discharge from Phase 2
to Phase 3 or home include (but are not limited to):

Adequate respiratory function

Stability of vital signs, including temperature

Return to pre-procedure ambulatory status

Ability to swallow

Minimal nausea/vomiting

Adequate pain control

Adequate neurovascular status of operative extremity
Ability to void as indicated

Patient and home care provider understand discharge instructions
Written discharge instructions given to patient

Verifies arrangement for safe transportation home

Provide additional resources to contact if any problems arise
Verify correct telephone number for follow-up call

Overview of Patient Assessments and Documentation During Phase 1 Recovery

Admission Priorities Assessments/Interventions Documentation
Airway, Breathing and Check for Airway Patency Admission time
Pulse Oximetry
Jaw Thrust prn Artificial airway insertion, site,
type and size
Note artificial airway and Removal of artificial airway
placement

Document respiratory rate

Assess for spontaneous
respirations and rate-
auscultate over trachea

Monitor respiratory rate q 5
minutes for the
unconscious/unstable patient
and g 15 minutes for the
conscious patient Lung fields auscultation and
adventitious sounds

Listen for air entry and
breath sounds Initial and ongoing SpO2
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Admission Priorities

Assessments/Interventions

Documentation

Apply pulse oximetry

Apply oxygen

FiO2 and method of delivery

Circulation

BP and Pulse

Monitor vital signs g5
minutes until patient is
conscious and stable then
gl5minutes

Initiate ECG monitoring

Report initial vital signs to
anesthesiologist and obtain
patient history and
information about the
intraoperative course

With joint and limb surgery
check colour, sensation,
movement, skin temperature
and pulse of affected and
unaffected limb g15minutes

Document values

Mount and analyze ECG strip

Colour, sensation, movement,
skin temperature and pulse of
affected and unaffected limb

Level of Consciousness

If unconscious position
patient on their side unless
contraindicated by type of
surgery

Continue to check post
anesthetic score g15 minutes
until awake and at discharge

Patient’s position

LOC on admission and changes
over time

Tubes and lines

Check IV sites and establish
appropriate 1V rate

Check dressing and drainage
system g5-15minutes

Check packing if present: for
gynecological and obstetrical
procedures check vaginal
flow

IV type, size and site
IV solution infusing and rate

Dressing site, type and presence
of oozing-(include amount,
characteristics, and consistencies)
Drainage system site, type, size
and returns, amount,
characteristic and consistencies

PACU intake and output
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Admission Priorities Assessments/Interventions Documentation

Anesthetic Record and Type of anesthetic and drugs
patient history used

Identify patient’s
preoperative vital signs and
co-morbidities

Identify standing and
preoperative medications

Review intraoperative course
including duration, vital
signs, intake and output-
estimated blood loss

Calculate OR intake and

output OR intake and output
Pain Management Initial and ongoing pain Pain score: medication
assessment administered and effectiveness

Check anesthetic record for
intraoperative analgesia
(blocks, epidural, spinal
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