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STANDARD OPERATING PROCEDURES

SUBJECT:  Guidelines for care of patient in the Post Anesthesia Care Unit (PACU)

PURPOSE:  To establish general guidelines for care of patients in PACU; to outline procedures and prioritize the sequence of nursing care given to the post anesthesia patient

SCOPE:  All assigned nursing and medical personnel.

REFERENCE:  FM 8-10-25, Employment of Forward Surgical Teams, November 1996

PROCEDURE: 

I. ADMISSION AND ASSESSMENT OF THE POST ANESTHESIA PATIENT

a. The anesthesia care provider will accompany the patient to the PACU.

b. The initial assessment of the post anesthesia patient begins immediately

c. An AN and Para-professional assistant will accept the patient

d. The AN will be responsible for identifying the patient and assessing the patient’s physical status.  (The AN may delegate tasks related to PACU admission and assessment to a trained PACU Practical Nurse.  An AN will personally direct/deliver care for any complicated or unstable patient).  Patient initial assessment will comply with the Post Anesthesia Recovery Score (PARS) system which will include but is not limited to the following:

i. ACTIVITY – GENERAL ANESTHESIA

1. 2—Maintains head lift and opens eyes

2. 1—Unable to maintain head lift but opens eyes

3. 0—Unable to lift head or open eyes

ii. ACTIVITY – SUBARACHNOID (SAB)

1. 2—Moves all four extremities with control

2. 1—Moves both upper extremities

3. 0—No extremity movement

iii. RESPIRATORY

1. 2—Spontaneous respirations; needs no artificial support

2. 1—Limited effort; needs artificial airway or jaw support

3. 0—Needs ventilator support, unable to maintain patent airway; no spontaneous respirations

iv. CIRCULATORY

1. 2—B/P <20% change from baseline

2. 1—B/P 20%-50% deviation from baseline

3. 0—B/P 50% or greater deviation from baseline

v. LEVEL OF CONSCIOUSNESS

1. 2—Awake and alert; seldom dozes

2. 1—Easily aroused, gently stimulation

3. 0—Requires vigorous stimulation to aroused

vi. SKIN

1. 2—Normal skin color and axillary temperature greater than 96 degrees F

2. 1—Skin is pale, blotchy, dusky, and/or temperature is 95-96 degrees F

3. 0—Cyanotic and/or temperature less than 95 degrees F

II.  REPORT 

a. Anesthesia Provider shall provide report to PACU nurse 

b. Report shall include but not be limited to the following:

i. Relevant pre-operative status including: vital signs, oxygen saturation, allergies, disabilities, physical or mental impairments, mobility limitations

ii. ASA classification

iii. Anesthesia technique (general vs regional) and pre-operative medication

iv. Anesthesia agents, muscle relaxants, narcotics and reversal agents used

v. Type of surgical procedure

vi. Estimated fluid/blood loss, urine output

vii. Type and amount of fluid given during the procedure

viii. Complications occurring during anesthesia course

ix. Any other information deemed necessary by the anesthesia provider

c. The PARS score can be assigned and documented along with the initial set of vital signs; initial PACU assessment will then be performed

III. ASSESSMENT

a. Initial assessment includes documentation of the following:

i. Vital signs

1. respiratory status (respiratory rate, breath sounds, any airway support)

2. temperature

3. pulse rate

4. blood pressure 

5. oxygen saturation

ii. Level of consciousness (LOC)/PARS score assessment

iii. Position of patient

iv. Skin color and condition (burn description)

v. Neurovascular assessment/papillary/sensation of extremities

vi. Conditions of dressings

vii. Conditions of suture lines if dressing absent

viii. Type, patency, and security of drainage tubes

ix. Amount and type of drainage

x. Muscular response and strength-movement

xi. Fluid therapy, location of IV access, condition of IV site

xii. Type and amount of fluids infusing

xiii. Pain assessment; and level of comfort, physical and emotional status

xiv. Assessment may also include peripheral pulses 

b. Continuous assessment (not limited to the following)

i. Monitor, maintain, and/or improve respiratory function

ii. Monitor, maintain, and/or improve circulatory function

iii. Promote and maintain physical and emotional comfort

iv. Monitor surgical site

v. Interpret and document data obtained during the assessment

vi. Document nursing action and/or intervention with outcome

c. Discharge Assessment includes data collected and recorded to evaluate the patient’s status for transport

i. Airway patency, respiratory function, and oxygen saturation

ii. Stability of vital signs, including temperature

iii. Level of consciousness and muscular strength

iv. Mobility

v. Patency of tubes, catheters, drains, intravenous lines

vi. Skin color and condition

vii. Condition of dressing and/or surgical site

viii. Intake and output

ix. Pain level

x. Anxiety

III. PLAN OF CARE

a. Monitor vital signs, cardiac status and PARS every 5 min x 4, then every 15 min x 2, then every 30 x 2, then every hour until the patient has been transported to the next echelon of care by MEDEVAC

b. Monitor more frequently if patient status indicates

c. Monitor surgical site and drains for changes in output or bleeding; reinforce dressings as needed. Notify MD of increases in bleeding

d. Promote and maintain physical and emotional comfort

e. Maintain privacy and patient confidentiality as possible

f. Provide patient education when appropriate

g. Notify physician and anesthesia provider of any problems 

IV. GENERAL GUIDELINES

a. Closely observe the patient until all reflexes have returned and danger of airway obstruction and vomiting has passed

b. Remove oral airway as soon as protective pharyngeal reflexes appear, otherwise the patient may gag, vomit, and aspirate.  Leave airway in place if necessary

c. Encourage the patient to cough and breathe deeply (exceptions: eye surgery and others as ordered)

d. Observe for nausea and vomiting

i. Position and assist patient as necessary to prevent aspiration of vomitus

ii. Suction as required to remove oral secretions

e. Intravenous Infusion (IV)

i. Fluids infusing at the time of admission to the PACU will be continued at KVO (keep vein open) unless otherwise ordered by physician

ii. All routine IV fluid alterations will be directed by the surgeon if available, or the anesthesia provider

iii. A physician or anesthesia provider may administer narcotics for analgesia to the post operative patient with written or verbal orders

f. Endotracheal tube:

i. Soft restraints may be applied to the upper extremities of patients who are combative and fail to follow commands in order to protect the patient from self-extubation

ii. Patients will be suctioned PRN or as indicated.

iii. (see SOP on  post-anesthesia ventilator patients) 
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