STANDARD CARE FOR POST-OPERATIVE PATIENT
Each patient will receive an initial assessment upon arrival and an ongoing assessment with documentation of interventions by the nurse. Timely assessment of patient needs and vital signs will be done periodically or more frequently if patient’s condition warrants. The assessment will include:


Post anesthesia vitals


On arrival


30 minutes x 2


1 hour x 2


Q4 hours x 2


Q4 hours x 24 hours

· Monitor, maintain, and/or improve respiratory function and document in interventions

· Monitor, maintain, and/or improve circulatory function with documentation in interventions (use of SCDs, leg exercises, TED hose)

· Promote and maintain physical and emotional comfort

· Neurovascular assessment if indicated

· Monitor surgical site with documentation in interventions

· Interpret and document data obtained from PACU (OR report, PACU flow sheet) pre-admission forms and assessment

· Administer analgesics and document

· Provide maximum degree of privacy and confidentiality

· Orient to room, nurse call system and post-op plan of care

· Provide safety, review safety booklet

· Begin discharge planning

POST-OPERATIVE ASSESSMENT
NEUROLOGICAL
· Level of consciousness (alert, lethargic)

· Orientation (person, place, time, situation)

· Pupil size and comparison to one another

· Symmetrical smile

· Tongue midline

· Bilateral grips (absent, weak, strong)

· Able to perform straight leg raises

CARDIOVASCULAR
· Apical pulse (regular, irregular, weak, strong, murmur)

· Pedal pulses (weak, strong, palpable, Doppler)

· Edema (present, absent, note location and amount)

· Sequential compression device (SCDs)

· Thromboembolic deterrent hose (TED hose)

· Calf tenderness (absent, present)

· Color (jaundiced, pale, dusky, flushed, cyanotic, normal)

RESPIRATORY
· Labored or non-labored

· Cough (productive or non-productive)

· Breath sounds (clear, wheezes, rhonchi, crackles)

· Oxygen therapy (nasal cannula, ventimask, non-rebreather)

· Oxygen saturation

· Chest tube (suction, gravity, level of air leak if present, negative pressure indicator present, orange float present if to suction)

· Incentive spirometer achievement
GASTROINTESTINAL
· Abdomen (soft, flat, distended, firm, tender)
· Bowel sounds (absent, active, hypoactive, hyperactive)

· Flatus (present or absent)

· Last bowel movement

· Nasogastric tube (suction, gravity, output quality)

· Gastrostomy tube (drainage quality)

· Stoma (location, color, any retraction, drainage quality) 

· Stool (quantity, consistency, color)

GENITOURINARY

· Void, foley catheter, or incontinent 

· Urine (amount, clear, cloudy, yellow, amber, pink, red)

· Stoma (location, color, any retention, drainage quality)

· Continuous bladder irrigation (flow rate, color of output)

· Stent dangler present

SKIN INTEGRITY

· Intact or other

· Pressure ulcer (present, absent, size, location, stage)

· Incision (location, dressing clean/dry/intact, drainage quality)

· Peristomal skin quality (intact, reddened, excoriated, open)

· Drain (JP, hemovac, penrose)

PAIN

· Assess pain scale q2 hours

· Assess epidural insertion site

· Assess pain scale one hour after medication given 

TOTAL HIP REPLACEMENT
OVERVIEW

A total hip replacement is a surgery that involves the replacement of the ball and socket of the hip joint. This surgery can be done anteriorly or posteriorly. Patients that have hip replacements usually have a history of degenerative joint disease or osteoarthritis. 

POST-OP CARE

· Obtain vital signs per post-op protocol

· Assess pain scale per protocol

· Apply ice pack to hip

· X-ray of hip will be done in the recovery room

· Administer pain and/or nausea medicine as needed, trying PO pain meds first

· Administer IV fluids and antibiotics

· Monitor intake and output, assess for voiding

· If unable to void, follow straight cath protocol

· Assess hip dressing for drainage, and change if leaking

· Follow hip precautions

· Administer oxygen if needed to maintain optimal saturation level

· Keep thigh high Tubi grips on bilaterally (remove BID for 1 hour)

· Assess neurovascular checks q4 hours

· Encourage to cough, deep breathe, and use incentive spirometer q1 hour wile awake

· Turn or reposition q2 hors

· If ordered hematocrit will be drawn on PO Day 1, if less then 25 call MD

· If patient on Coumadin protime should be drawn daily

· Advance diet as tolerated

· PT will assess patient day of surgery if back to floor before 3pm, if after 3pm first PT session will be PO day 1

COMPLICATIONS

· Pulmonary embolus, DVT, atelectasis, or other lung problems

· Bleeding or hemorrhaging

· Wound infection

· Difficulty voiding 

· Difference in leg length

· Stiffness and pain of the hip

· Dislocation, excessive rotation, or loss of motion of the prosthesis

· Increased wear of the plastic surfaces of the prosthesis

· Loosening of the prosthesis 

· Delayed skin healing or sloughing of skin

· Sensitivity reaction to the metal 

· Damage to adjacent blood vessels

· Nerve damage causing pain, numbness, or weakness

DISCHARGE TEACHING
· Call for fever, chills, increased amount of pain, nausea, vomiting, redness/pus around incision, calf pain, chest pain, or shortness of breath
· Change dressing in 7 days or if soiled or edges peeling

· May shower

· Continue to wear Tubi grips for two days, may take off for 1 hour BID

· Do not drive until cleared by MD

· Avoid low chairs and low toilets 

· Obtain elevated commode seat for home use

· Obtain walker for home use

· Avoid stooping, squatting, and bending

· Do no sit with legs crossed

· If taking eliquis or aspirin, take BID 12 hours apart every day
· If on Coumadin chronically, patient may be bridged with lovenox, follow up with PCP for lab draws

· Usual home diet is okay unless taking Coumadin, then avoid excess intake of green, leafy vegetables

· Continue exercises as direct by physical therapy

· Use grabber to pick up objects

· Refer to total hip replacement booklet given in pre-admission for any questions

TOTAL KNEE REPLACEMENT
OVERVIEW

A total knee replacement is a surgery done by resurfacing the arthritic joint with a metal-on-plastic joint replacement. The patella may or may not be replaced. This surgery is done for treatment of osteoarthritis when conservative treatment has failed. 

POST-OP CARE

· Obtain vital signs per post-op protocol

· Assess pain

· Provide pain/nausea meds prn, trying PO pain meds first

· Assess knee dressing/ ace wrap for drainage

· Administer O2 PRN to maintain oxygen saturation levels

· Apply Tubi grips to non-operative leg if ace wrap on operative leg, or bilaterally if no ace wrap is used (may be removed BID for 1 hour)

· Apply foot pumps

· Apply ice wrap to knee

· Turn/reposition q2 hours

· Encourage to deep breathe, cough, and use incentive spirometer q1 hour to keep lungs clear

· Advance diet as tolerated

· Draw hematocrit PO day 1 if ordered, call MD if less than 25

· PT will assess and work with patient day of surgery if back to the floor before 3pm, if admitted after 3pm PT will assess patient in the morning

COMPLICATIONS
· Stiffness and pain of the knee
· Bleeding/hemorrhaging

· Pulmonary embolus, pneumonia, atelectasis, or other respiratory problems

· DVT

· Wound infection

· Urinary retention or difficulty voiding

· Failure of prosthesis

· Dislocation of knee

DISCHARGE TEACHING

· Call for fever, chills, increased amount of pain, nausea, vomiting, redness/pus/swelling around incision, frequency/urgency/burning on urination, chest pain, calf pain, or shortness of breath
· Continue to wear Tubi grips fro 2 weeks and remove BID for 1 hour

· May shower

· Continue regular medications

· If taking eliquis or aspirin, take BID 12 hours apart every day
· If on Coumadin chronically, patient may be bridged with lovenox, follow up with PCP for lab draws

· Change dressing in 7 days or if soiled or edges peeling

· Continue outpatient or home health physical therapy

· Continue leg exercises as taught by physical therapy

· No driving until cleared by MD

· Usual home diet is okay unless on Coumadin, then need to avoid excess intake of green, leafy vegetables

· Refer to total knee replacement packet given pre-admission for questions 

SHOULDER ARTHROSCOPY

OVERVIEW

Shoulder arthroscopy is performed when degeneration of the joint surface leads to arthritis and tears in the supporting tendons. Arthroscopy allows for repair of a partial rotator cuff tear, removal of loose bony fragments, and bursitis. 
POST-OP CARE

· Obtain vital signs per post-op protocol

· Assess pain scale per protocol

· Assess shoulder dressing

· Administer O2 PRN to maintain optimal oxygen saturation level

· Neurovascular (circulation, motor, sensation) checks per protocol

· Check placement of sling

· Apply ice to shoulder

· Proved pain/nausea medicine as needed. Try PO pain meds first

· Administer IV fluids and antibiotics per MD order

COMPLICATIONS

· Wound infection

· Atelectasis, pneumonia, or other lung problems

· Continued pain

· Hemorrhage

· Weakness and paralysis in the arm

· Injury to nearby vessels may result in clotting

· Adhesive capsules (frozen shoulder)

· Limited range of motion

DISCHARGE TEACHING

· Call fro fever, chills, nausea, vomiting, increased pain, redness/pus at the incision, increased drainage
· Physical therapy for rehabilitation per MD order

· Pain medications as needed

· Leave dressing in place, change per MD instructions

· Continue to use sling

· May shower

HIP FRACTURE

OVERVIEW

Usually a result of osteoporosis, hip fractures commonly occur in the geriatric population. Most hip fractures occur either in the femoral neck or intertrochanteric region. Femoral neck fractures may be impacted (broken bones wedged together), displaced (broken bones are not aligned), and comminuted (shattered into fragments). Because blood supply is often interrupted, there is increased risk of avascular necrosis and bone death. This type of fracture is repaired with a prosthesis or may be stabilized with pinning. An intertrochanteric fracture is below the femoral neck and typically does not interrupt blood supply. It is stabilized by using a compression screw and lateral plate. 
POST-OP CARE

· Obtain vital signs per post-op protocol
· Assess pain scale per protocol

· Assess hip dressing

· Bilateral ted hose and SCDs applied

· Administer IV fluids and antibiotics per MD order

· Assess for DVT and pulmonary embolus

· Neurovascular (circulation, movement, sensation) checks q2 hours for 24 hours, then q4 hours

· Abduction pillow may be use is prosthesis is used

· Apply ice to hip 

· Turn/reposition q2 hours

· Monitor intake and output

· Assess foley catheter output and appearance

· Administer pain/nausea medications. Starring with PO pain meds first

· Encourage ankle pumps and quad sets while in bed 

· Bed rest operative night, ambulate with physical therapy post-op day 1

· Encourage to cough, deep breathe, and use incentive spirometer q1 hour while awake

· Follow hip precautions and weight bearing status as indicated 

· Discontinue foley post-op day 1 if nurse driven protocol
· May use purewick or condom cath after foley is discontinued 
COMPLICATIONS
· Reaction to anesthesia or other medications
· Wound infection

· Urinary tract infection from foley placement

· Atelectasis, pneumonia, pulmonary embolus, or other respiratory problems

· Change in mental status

· DVT

· Dislocation of prosthesis (if used)

· Prosthesis failure and bone death

· Bleeding

· Pain

DISCHARGE TEACHING

· Call for fever, chills, increased pain, increased drainage, nausea/vomiting, redness/pus around incision, calf pain, chest pain, or shortness of breath
· Home health therapy if ordered by MD

· Maintain awareness of hip precautions and weight bearing status

· Pain medications as needed

· Change dressing as ordered

· Keep dressing/incision clean and dry

· Continue to wear Tubi grips and remove BID for 1 hour
LAMINECTOMY
OVERVIEW

A laminectomy is a surgery in which the spinous process and lamina of an involved vertebra are removed. This procedure is usually done for treatment of lumbar spinal stenosis. A laminectomy may be done with the use of cages.

POST-OP CARE

· Obtain vital signs per post-op protocol
· Assess dressing for drainage, if JP in back only partially compress

· Assess JP/HMV if present for output and color

· Patient will have bilateral ted hose and SCDs to prevent blood clots, assess for DVT

· Encourage patient to cough, deep breathe, and use incentive spirometer q1 hour while awake

· Administer IV fluids and antibiotics per MD order

· Assess pain 

· Administer pain/nausea medicine as needed. Try PO pain meds first

· Assess neurovascular status in legs q2 hours x 24 hours

· Advance diet as tolerated

· Assess neurological status q1 hour x 24 hours 

COMPLICATIONS

· Reactions to anesthesia and/or other medications

· Bleeding or hemorrhaging

· Nerve root injury resulting in paralysis, loss of feeling, or loss of bowel and bladder control

· Tear in the covering of the nerves with leaking of fluid

· Injury to the blood vessels, bowel, or ureters

· Wound infection

· DVT, pulmonary embolus, pneumonia, atelectasis, or other lung problems 

DISCHARGE TEACHING

· Call for fever, chills, increased amount of pain, swelling, extreme numbness in legs, nausea, vomiting, increased amount of drainage/bleeding, redness/pus around incision, or inability to urinate
· Keep incision clean and dry. Change dressing as needed, per MD order

· Report any severe headaches when walking 

· Expect watery or bloody drainage for 1 week

· Avoid heavy lifting, bending, twisting, overhead lifting, and driving until cleared by MD
· Frequent walks are encouraged

· Staples will be removed at follow up appointment 

SMALL BOWEL RESECTION
OVERVIEW

A small bowel resection is removal of a diseased portion of the small intestine. Indications for a small bowel resection include intestinal obstruction, injuries, cancer, precancerous polyps, or bleeding/infection/ulcers due to inflammation of the small intestine. If it is necessary to give the small intestine a rese, a colostomy or ileostomy may be created. This may be either temporary or permanent. 

POST-OP CARE

· Obtain vital signs per post-op protocol
· Assess pain 

· Assess abdominal dressing and auscultate for bowel sounds
· Apply oxygen as needed to maintain optimal oxygen saturations

· May have SCDs or ted hose on legs

· Assess legs for DVT

· Monitor intake and output, and record
· May have PCA or CADD epidural infusion for pain control (assess insertion site)
· Instruct and encourage usage of incentive spirometry q1 hour while awake

· Assess NG tube for correct placement, patency, and output (note quantity and quality)

· Turn or reposition q2 hours to prevent skin breakdown

· Discontinue foley as soon as possible

· Follow ERAS protocol 

COMPLICATIONS
· Reaction to medications and/or anesthesia
· Dehiscence or breakdown of the anastomosis

· Recurrence of tumor

· Wound, urinary, and respiratory infections

· DVT or pulmonary embolism

· Adhesions with bowel obstruction

· Postoperative bleeding/hemorrhaging

· Obstruction at the anastomosis site

DISCHARGE TEACHING

· Call for fever, chills, nausea, vomiting, increased abdominal pain, redness/pus around the incision, increased amount of drainage, abdominal distention, or inability to pass flatus or stool
· Avoid heavy exertion and lifting for 6 weeks

· Low residue diet is recommended (tender meats, poultry, fish, eggs, white bread, pasta, simple desserts, clear soups, tea, and coffee)

· See colostomy/ileostomy instructions, if present

· May shower

· Keep incision clean and dry

· Leave staples in place until follow up appointment

· If steri-strips in place they will fall off on their own

MASTECTOMY
OVERVIEW

A modified radical mastectomy removes the entire breast, including the areola, overlying skin, and axillary lymph nodes. It is performed to remove cancerous breast tissue. Lymph nodes are excised to determine the stage of the breast cancer and help guide future treatment. 
POST-OP CARE

· Obtain vital signs per post-op protocol
· Assess pain control

· Assess chest dressing, making sure surgical bra in place, note any drainage

· Assess chest and upper extremity for bleeding, hematoma, edema, and present distal pulses

· Assess drain(s) and their output (note quality and quantity)

· May need oxygen therapy to maintain oxygen saturations at optimal level

· May have SCDs and/or ted hose

· Monitor intake and output

· Administer pain/nausea meds as needed. Try PO pain meds first

· May have PCA for pain control

· Elevate the arm to promote lymphatic drainage

· Encourage wrist and hand exercises, flexion, and extension of the elbow

· Encourage to cough, deep breathe, and use incentive spirometer q1 hour while awake

· Activity and diet per MD

· Reach out to breast navigator 

COMPLICATIONS

· Reaction to anesthesia and other medications
· Bleeding and hematoma

· Nerve damage

· Chronic arm swelling from lymphedema

· Wound and respiratory infection

· Skin breakdown 

DISCHARGE TEACHING

· Call for fever, hills, nausea, vomiting, increased pain, redness/pus at the incision, increased drainage, or increased swelling under the arm

· Empty and record drain output twice a day

· Follow-up with oncologist as needed

· Take pain medication as prescribed

· No BP/IV sticks on the affected arm for life if lymph nodes dissected

· Avoid injury to the affected arm (insect bites, burns, cuts)

· Continue arm exercises being careful not to abduct the arm or raise the arm or elbow above should height until the drains are removed

· Continue wearing surgical bra

COLOSTOMY/ILEOSTOMY

OVERVIEW

A colostomy is a surgical procedure that creates an opening on the abdomen (stoma) for the passage of stool from the large intestine. It is usually created after a bowel resection and my be either temporary or permanent. The procedure is done when the lower large intestine, rectum, or anus is no longer functioning properly (tumor, accidents) or when it needs a rest from normal functions (diverticulitis, inflammatory bowel disease). An ileostomy is created after the removal of a portion of the small intestine. It too may be either temporary or permanent. 
POST-OP CARE

· Obtain vital signs per post-op protocol
· Assess pain control

· Assess abdominal dressing

· Assess stoma for location, color, viability, protrusion, and output (edema and bleeding may be present)

· Auscultate for bowel sounds and assess appliance for intactness

· Assess ostomy bag for air, and let air out (burp) as needed

· Assess surrounding skin for rash, irritation, or open areas

· Assess respiratory system, administer oxygen as needed to maintain optimal oxygen saturation levels

· Assess NG tube for correct placement, patency, and output (note quantity and quality), record as ordered

· Well have ted hose and SCDs on legs

· May have PCA or CADD epidural for pain management (assess epidural site)

· Instruct and encourage usage of incentive spirometer q 1 hour while awake

· Encourage leg exercises and ankle pumps while in bed

· Turn/reposition q2 hours to prevent skin breakdown and respiratory complications

· Administer IV fluids and antibiotics per MD order

· Strict I&O’s

· Early ambulation encouraged, up to chair day of surgery, then walking in the hall 4x a day

COMPLICATIONS

· Reaction to medications and anesthesia 
· Pneumonia, atelectasis, pulmonary embolus, or other respiratory problems

· Bleeding/hemorrhaging

· Paralytic ileus, intestinal obstruction, malabsorption and anastomotic leak 

· Wound infection

· Acute pain

DISCHARGE TEACHING
· Caring for the stoma and appliance
· S- set up the equipment, prepare barrier and pouch

· T- take off the existing pouch gently, cleanse the skin with water and an adhesive remover if necessary

· O- observe the stoma for viability and surrounding skin for intactness

· M- measure the stoma to insure the adhesive portion of the barrier is the correct size; an incorrectly cut barrier can lead to skin breakdown from irritating bowel contents

· A- assemble the equipment and secure the new pouch; if using skin prep or barrier paste apply it a few minutes before applying the new barrier

· There are no nerve endings in the intestines, therefore it will not “hurt” to touch and clean the stoma

· Stoma should be bright red and moist, if it is dark and dusky notify the MD

· Stomas shrink within 6-8 weeks of surgery and need to be measured at least once a week during that time

· With time, bowel movements will normalize and can be regulated to fit your schedule

· There is no special diet, but certain foods will affect the stool differently

· Gas-forming foods include cabbage, cucumbers, bean, melons, beer, onions, mushrooms, and carbonated beverages
· Odor-producing foods include eggs, onions, garlic, fish, cheese, and beer

· Constipation-causing foods include applesauce, rice, and bananas 

· Foods with a laxative effect include prunes, raw vegetables, fruit juices, watermelon, highly seasoned foods, beer, and broccoli 

· After recovery, there will be no limitations on activity, recreation, or clothing

· Colostomy output will vary in consistency based on the location of the stoma. The further down the digestive tract the stoma was created from, the more solid the stool will be

· An ileostomy will produce mostly liquid stool. Advise patient to pay particular attention to skin care

· Encourage communication between patient and partner concerning intimacy 
APPENDECTOMY
OVERVIEW

An appendectomy is the removal of the appendix. The procedure can be done laparoscopically (most common) or open and is usually done for inflammation, infection, or rupture of the appendix. 

POST-OP CARE

· Obtain vital signs per post-op protocol
· Assess pain scale q2 hours and prn

· Provide pain/nausea medicine as needed. Try PO pain meds first

· If open appendectomy, patient may have CADD or PCA

· Assess dressing for drainage

· If drain in place assess for output, color, and appearance if present 

· Patient may have SCDs and/or ted hose

· Encourage to cough, deep breathe, and use incentive spirometer q1 hour while awake

· Administer oxygen as needed to maintain optimal oxygen saturation levels

· Assess from signs of infection such as chills and fever

· Provide IV fluids and antibiotics as ordered by MD

· Diet as tolerated per MD orders

· Patient should be out of bed to the chair and walking in the halls day of surgery

COMPLICATIONS

· Abdominal abscess
· Wound infection

· Atelectasis, pneumonia, pulmonary embolus, or other respiratory problems

· Bowel obstruction/ileus

· Bleeding/hemorrhaging

· Injury to the colon or other abdominal organs 

DISCHARGE PLANNING

· Call for fever, chills, increased amount of pain, nausea, vomiting, redness or pus around incision, or foul smelling drainage
· Avoid heavy lifting and strenuous activity

· Diet as tolerated

· Drink plenty of fluids

· May shower

· Expect tiredness, headache, dizziness, sore throat, and inability to concentrate

· Frequent walks are encouraged 

· Steri strips will fall off on their own

· If staples are in place they will be removed at follow up appointment

· If dermabond in place, patient should not pick or scratch at site

CHOLECYSTECTOMY
OVERVIEW

A cholecystectomy is the removal of the gallbladder. The procedure can be done laparoscopically or open. The surgery is done for treatment of cholelithiasis (gall stones) and cholecystitis (inflammation of gallbladder). 

POST-OP CARE

· Obtain vital signs per post-op protocol

· Assess pain 

· Provide pain/nausea medicine as needed. Try PO pain meds first

· Assess dressing for drainage

· If drain in place assess for output and color

· Provide oxygen as needed to maintain oxygen saturation at optimal level

· Encourage to cough, deep breathe, and use incentive spirometer q1 hour while awake

· Patient may have SCDs or ted hose bilaterally

· Early ambulation is encouraged, patient should be up in the chair day of surgery

· Assess urine output

· Administer IV fluids and antibiotics per MD order

COMPLICATIONS

· Reaction to anesthesia or other medications
· Bleeding/hemorrhaging

· Injury to the bile ducts, right hepatic artery, or other organs

· Biliary leak

· Wound infection, respiratory, or urinary tract infections

· DVT and pulmonary embolus 

DISCHARGE TEACHING

· Call for fever, chills, increased amount of pain, nausea, vomiting, redness/pus around incision site
· May shower

· Frequent walks are encouraged

· Expect loose stools or constipation (may want to avoid greasy, fatty, or rich foods)

· Expect pain around shoulders, neck, and chest related to gas used to inflate your abdomen

· Expect headache, muscle pains, dizziness, tiredness, sore throat, and inability to concentrate related to the anesthesia

· Leave steri-strips in place until they curl or fall off

COLECTOMY

OVERVIEW

A colectomy is the surgical removal of a portion of the large intestine. A colectomy is performed to remove a tumor of the colon, when a perforation has occurred, as a treatment option for inflammatory bowel disease, or to remove diverticula. Diverticula are protrusions of the innermost lining of the colon and can become inflamed, leading to bowel abscess, bleeding, obstruction of the bowel, or a fistula of the colon. A fistula is a communicating hole between the colon and a surrounding organ (small bowel, bladder, vagina, skin). A bowel prep is used to decrease the incidence of infection. Sometimes a colectomy will result in a colostomy. 
POST-OP CARE

· Obtain vital signs per post-op protocol
· Assess pain control

· Assess abdominal dressing and auscultate for bowel sounds

· Administer oxygen as needed to maintain oxygen saturation at optimal level

· May have SCDs or ted hose on legs, assess for DVT

· Monitor intake and output, will usually be on strict I&Os

· May have PCA or CADD epidural infusion for pain control (assess insertion site)
· Instruct and encourage usage of incentive spirometry q1 hour while awake

· Assess NG tube for correct placement, patency, and output (note quantity and quality)

· Turn q2 hours to prevent skin breakdown and respiratory complications 

· Follow ERAS protocol

COMPLICATIONS

· Reaction to medications and anesthesia
· Dehiscence or breakdown of the anastomosis 

· Recurrence of tumor, wound/urinary/respiratory infections 

· DVT, pulmonary embolism, post-op bleeding

· Adhesions with bowel obstruction or obstruction at the anastomosis site

DISCHARGE TEACHING

· Call for fever, chills, nausea, vomiting, increased abdominal pain, redness/pus around the incision, increased amount of drainage, abdominal distension, or inability to pass flatus or stool
· Avoid heavy exertion and lifting for 6 weeks

· Low residue diet is recommended (tender meats, poultry, fish, eggs, white bread, pasta, simple desserts, clear soups, tea, and coffee)

· Leave staples in place until follow up appointment 

· May shower

· May drive when not taking narcotics and MD approves
CYSTOSCOPY
OVERVIEW

A cystoscopy is a procedure to look inside the urethra and bladder using a cystoscope. This procedure is used to diagnose and treat conditions of the bladder, urethra, or prostate. A stent may also be placed during this procedure for removal of kidney stones.
POST-OP CARE

· Obtain vital signs per post-op protocol
· Assess pain

· Administer oxygen as needed to maintain optimal oxygen saturation levels

· May have ted hose and SCDs, assess for DVT

· Monitor intake and output, record under strict I&O

· Strain urine

· Advance diet as tolerated 

· Administer IV fluids and antibiotics per MD order

COMPLICATIONS

· Reaction to medication and anesthesia 

· Increased pain

· Damage to urethra, bladder, or uterus 

· Infection

· Swelling may cause a blockage or slow urine output

· Clots in the urine
DISCHARGE TEACHING

· Call for fever, chills, nausea, vomiting, increased pain, urinary retention

· Encourage fluid intake 

· May experience bladder pressure or burning with urination
· If a stent is in place urgency, frequency, burning, blood in the urine and flank pressure when voiding is to be expected

· Resume activity as tolerated

· No intercourse until cleared by MD

PROSTATECTOMY

OVERVIEW

A prostatectomy is a procedure that removes the prostate, usually due to a tumor. The most common procedure is a robotic assisted laparoscopic prostatectomy (RALP), which is when the prostate is removed through small incision on the abdomen. A RALP is done robotically with the surgeon controlling a machine that has mechanical arms used to remove the prostate. 
POST-OP CARE
· Obtain vital signs per post op protocol
· Assess pain

· Assess foley catheter to ensure there are no kinks or clots

· Administer oxygen as needed to maintain optimal oxygen saturation levels

· May have ted hose and SCDs, assess for DVT

· Instruct and encourage use of incentive spirometer Q1H

· Monitor intake and output, record under strict I&O

· Advance diet as tolerated 

· May have a JP drain in place, assess and empty Q4H and PRN

· Encourage early ambulation, at least up to chair day of surgery 

COMPLICATIONS

· Increased pain

· Increased bleeding

· Wound infection, or abscess could occur

· Difficulty voiding or having a bowel movement

· Bladder, ureters, intestines, or rectum could be damaged during surgery

· May be difficult to get an erection after surgery

DISCHARGE TEACHING

· Call for fever, chills, nausea, vomiting, increased pain, redness/pus at the incision, increased drainage
· Pain medication as needed

· May shower

· Drink plenty of fluids
· Will discharge with a foley catheter
· Wash hands before and after touching catheter, tubing, or drainage bag

· Clean genitalia and catheter insertion site daily with soap and water

· Always keep catheter attached to drainage bag

· Keep drainage bag below waist level

· Do not let drainage bag touch or lay on the floor

· Empty when at least half full or as needed

· Clean end of drainage bag with alcohol after emptying

· If drainage bag has to be disconnected for any reason clean the end with alcohol before reattaching

HYSTERECTOMY

OVERVIEW

A hysterectomy is a surgery done to remove the uterus; other organs such as ovaries, fallopian tubes, cervix, or part of the vagina may also be removed. Hysterectomies can be done vaginally, laparoscopically, or open. 
POST OP CARE

· Obtain vital signs per post-op protocol

· Assess pain control

· May have PCA for pain control 

· Assess peri pad for drainage, assess incision sites for drainage 
· Administer oxygen as needed to maintain oxygen saturation at optimal level

· May have SCDs or ted hose on legs, assess for DVT

· Monitor intake and output, will usually be on strict I&Os

· Instruct and encourage usage of incentive spirometry q1 hour while awake

· Increased to full liquid diet day of surgery and then increase diet as ordered by physician
· Encourage early ambulation 

· Assess foley catheter and remove on post op day 1 

COMPLICATIONS

· Reaction to anesthesia and/or pain medications
· Increased pain

· Bleeding or hemorrhaging 

· Difficulty urinating after foley removed 

· Wound infection 

DISCHARGE TEACHING

· Call for fever, chills, nausea, vomiting, increased pain, redness/pus at the incision, increased drainage

· Pain medication as needed

· May shower

· Drink plenty of fluids
· No heavy lifting or strenuous activity 
· No sexual activity for up to 8 weeks or until directed by the physician 

· No pools or hot tubs for 6 weeks or until directed by the physician 

HERNIA REPAIR
OVERVIEW

A hernia occurs when part of an internal organ or body part protrudes into an area where is should not. Hernias most commonly occur in the abdominal area. 
POST OP CARE

· Obtain vital signs per post op protocol
· Pain medication as needed
· Assess dressing for bleeding and drainage

· Auscultate for bowel sounds

· Administer oxygen as needed to maintain oxygen saturation at optimal level

· Encourage use of incentive spirometer q 1 hour while awake

· Encourage early ambulation

· Advance diet per physician order

COMPLICATIONS

· Reaction to medications and anesthesia
· Increase pain

· Difficulty having a bowel movement 

DISCHARGE TEACHING

· Call for fever, chills, increased pain, nausea, vomiting, redness or pus around incision, or foul smelling drainage
· May shower
· Avoid heavy lifting or strenuous activity

· Drink plenty of fluids

· Eat a high fiber diet to help prevent constipation
TURP
OVERVIEW

A TURP stands for transurethral resection of the prostate. This procedure is done to remove all or part of the prostate gland. 
POST OP CARE

· Obtain vital signs per post op protocol

· Assess pain

· Assess foley catheter to ensure there are no kinks or clots

· Foley catheter may be hooked to a continuous bladder irrigation (CBI), which requires frequent emptying of the catheter bag, hanging new bags of saline, and assessment of urine color

· Administer oxygen as needed to maintain optimal oxygen saturation levels

· May have ted hose and SCDs, assess for DVT

· Instruct and encourage use of incentive spirometer Q1H

· Monitor intake and output, record under strict I&O

· Advance diet as tolerated 

· May have a JP drain in place, assess and empty Q4H and PRN

· Encourage early ambulation, at least up to chair day of surgery 
COMPLICATIONS

· Increased pain
· Difficulty urinating 

· Urinary tract infection 

· Difficulty getting or maintaining an erection

DISCHARGE TEACHING

· Call for fever, chills, nausea, vomiting, increased pain, redness/pus at the incision, increased drainage

· Pain medication as needed

· May shower

· Drink plenty of fluids
· Will discharge with a foley catheter

· Wash hands before and after touching catheter, tubing, or drainage bag

· Clean genitalia and catheter insertion site daily with soap and water

· Always keep catheter attached to drainage bag

· Keep drainage bag below waist level

· Do not let drainage bag touch or lay on the floor

· Empty when at least half full or as needed

· Clean end of drainage bag with alcohol after emptying

· If drainage bag has to be disconnected for any reason clean the end with alcohol before reattaching
