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Introduction

In keeping with the requirements of the specialities guiding bodies, AAGBI, BARNA, and the AFPP, each recovery practitioner will display a depth of measured understanding, and knowledge base that is in keeping with research based practice. It is accepted that this knowledge base is underpinned by the skill set acquired within the clinical area, which reaches the competent practitioner level, and later, further surpasses to expert level. This induction booklet will outline those elements of the skillset required, which will also be set against an agreed, and acceptable timeline within which to accomplish.
As the novice can vary from the newly qualified Nurse/O.D.P. through to practitioners recruited from varying clinical specialities, and levels of experience, the key clinical competencies have been assembled and set against a broadly acceptable time line. Due consideration is also given to the individuals progressive needs within this time frame. 
The most common source of recruitment, being that of the newly qualified Nurse, or Operating Department Practitioner (ODP). There is an acceptance that in this case, the novice nurse would have usually been subject to 20 weeks critical care/management training, within Recovery. The ODP’s will also have come equipped with 6 weeks Recovery experience. Therefore both novice professions will have had a solid grounding in the Post anaesthetic care environment. Due consideration is also given toward those how have not had the added advantage of this grounding, and therefore will need this extra time to be taken into consideration.  
This booklet will aid in providing a framework within which the necessary skills can be accrued, documented and built upon in order to reach the desired level of expertise within this speciality.
P.I.L.S.
P.O.C. Training
Illustration of the Novice Post Anaesthetic Care Nurse
Induction Pathway 2018
Competent
Time in weeks / months
6 – 12 months achieving competent status.
Specialist status – 12 months to 2 years individual experience dependant
Specialist Training
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  1
  3
  3
  4
 3
 2
 2
 3
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Specialist link roles
   P.C.A. Training
                  Trust I.V. Pack Components
Specialist Peri-operative Degree Module
Cannulation / Phlebotomy
Catheterisation
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   Novice
 Night Duty / Anaesthetics 
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Cardio- Thoracics /Cardiac
Vascular / upper G.I.
Colo-rectal / urology / Gynae
    Paediatrics
M.S.K. / Trauma
Expert/Specialist
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Novice nurse Induction week
This week is set aside for the individual to become orientated to the department layout, and enrol via the aray of documentation associated with the process. Discussion will also take place as to clinical expectation / boundaries. The setting of a timetable/ rota will also be discussed, which will encompass a timeline that is in keeping with start times between 8a.m. – 10 a.m. and finish times of 4p.m. -6 p.m. A preceptor will also be allocated, who will take on a pastoral/ guiding role. Ideally the individuals initial PADR will also have taken place.
Specialist training
This period will see the novice clinical experience progress through the 9 specialist areas that are set against individualised time lines:-
E.N.T. / Max Fax – (2 weeks)
M.S.K. / Trauma – (3 weeks)
Paediatrics – (2 weeks)
Burns& Plastics – (2 weeks)
Vascular/upper G.I.—(3 weeks)
Colo – rectal / urology / Gynacollogy (4 weeks)
Cardio--Thoracics / Cardiac (3 weeks) 
Cepod – General surgery (3 weeks)
Night Duty (2 nights) / Anaesthetics ---- (1 week/ see separate competency booklet)

During This period, the novice will aim to maximise their experience recovering patients within each of the specialities, however whilst awaiting to do such, they can take advantage of down time and recover patients from the other specialities. A clinical log will also be record clinical exposure and variance (available via T.O.M.S.).
As can be seen from the visual Template, whilst progressing through the speciality pathway, the novice will also be enrolled onto the trust I.V. pack (classically will take 6 months to progress through the components of the pack to completion)
In conjunction with the I.V. pack, the novice will also be enrolled onto:-
Point of Care Training: - 1. A.B.G.    2. Blood Sugar    3. Ketone    4. Haemacue
Life Support - 1. I.L.S.   2. PILS  
Epidural Training
P.C.A. (Patient controlled Analgesia) training.

This period will also encompass specific lectures that will be delivered by Specialist band 5/6/7 Nurses/O.D.P’s that will tackle some of the associated topics. Examples:-
Discharge criteria.
Pain Management
Management of Vascular Access Devices
Documentation.
Tracheostomy care

The afore mentioned pathway should, under ideal conditions take 6 months to complete, and when compared to a traffic light system, will see the novice (RED) progress through an (Amber) period gaining clinical skills, through to the competent practitioner (Green). This timeline considers the needs of the individual, offset against availability of the courses, does equate to a period that is guidance, and dependant on circumstances should be completed within 6 months, however should  comfortably be established within 12 months.

Transition from competent to specialist practitioner (12month – 2 years)
As can be observed within the training template, following the consolidation of competence, the practitioner can continue to develop, and add to their skill set, reaching specialist practitioner. The advanced components that add to the practitioner profile are:-
1. Specialist peri-operative degree module.
2. Advanced Life support (A.L.S.)
3. European Paediatric life support (E.P.L.S.)
4. Cannulation and Phlebotomy.
5. Catheterisation.
6. Specialist Link Role (many support P.A.C.U.) 
7. Team Leadership development.

These several specialist practitioner components, are examples of skills that support advanced roles, and in the fullness of time take 12 months to 2 years to complete.
Novice Competency booklet
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Hub Competency sign off
	
           HUB
    (Speciality)

	
Date Commenced
	
Date 
Completed

	
Preceptor 
Name (printed)
	
Preceptor 
Signature

	
E.N.T. / max Fax
	
	
	
	

	
M.S.K. / Trauma
	
	
	
	

	
Paediatrics
	
	
	
	

	
Burns / Plastics
	
	
	
	

	
Vascular/ upper G.I.
	
	
	
	

	Colo-rectal / Gynae / Urology

	
	
	
	

	Cardio-Thoracics

	
	
	
	

	C.EPOD / General Surgery

	
	
	
	

	Aneasthetics/ Night duty

	
	
	
	


Speciality specific Trust / Departmental policies
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Summary

If you have progressed through all of these components, competencies, and training elements, then you have reached a very commendable level of expertise. 
                                                     “Very well done is in order”
The training however does not stop here, and could be seen as the first steps in a long journey, constantly updating and evolving with the latest research based practice.
It is now within your gift to take forward what you have learned, and enjoy the privilege of teaching and assessing Both Nurses and O.D.P’s that follow in your footsteps. 
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Theatre Services Department

Standard Operating Procedure

Procedure Reference Number: SOP – 92

Multimedia communication device use in theatre

		Aims:

· Eliminate the potential risk of interference with medical equipment. 


· Prevent noise disruption/distraction


· Maintain patient confidentiality 


· Minimise cross infection





Use by staff


· Mobile Phones may only be used in the clinical area (Theatre) if staff demonstrate that it is essential to fulfil their clinical duties

· Mobile phones deemed essential should be switched to silent mode in all areas of theatre

· Staff may use mobile phones, where it is appropriate to do so in non clinical areas during breaks. 


· Staff using mobile phones whether for personal use during a break period or in the course of their duties, must 

· take into consideration the location where they are making the call, 

· consider if the call will distract colleagues

· Is the nature of the telephone conversation inappropriate in front of patients/visitors/colleagues

· Staff should not use a mobile phone when safety is important and use might interfere with concentration 


· The use of a camera/videos is prohibited unless snctioned by managment

· Use of tablets e.g I pads, kindles,other tablets and laptop computers are restricted within clinical areas and are to only be used with management permission.


· Gaming is strictly prohibited within clinical areas during work hours.

   Charging of multimedia devices. 

		Document created: March 2002

		Date for review: Sept 2016



		Current issue: September 2014

		No pages: 1



		Author: Theatre Management Team

		



		Document approved by Theatre Board

		Date:





· Is strictly prohibited in all clinical areas.
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 100

Manual Handling within the Theatre Department

		Aim:
To ensure that all staff are trained and competent to perform manual handling tasks and that this is carried out using the appropriate equipment and that a risk assessment is carried out prior to performing the task.








It is the responsibility of all staff to ensure that they are trained and have obtained the Welsh Manual Handling passport prior to undertaking manual handling procedures.


All staff must carry out risk assessments prior to any manual handling procedure whether patient or inanimate load and make necessary adjustments ensuring all members of the team are aware and working together.


All staff must use the equipment provided for all manual handling procedures, this equipment must be used appropriately and in the manner it is designed for.  Failure to do this may result in disciplinary procedures being instigated.


All staff must undertake annual manual handling assessment of competence, during this assessment if they are deemed to require further training it must be documented and addressed as soon as possible with the manual handling coach (s) and annual documentation signed to reflect the change.

Regulations and References:


· The Health and Safety at Work Act 1974


· Management of Health and Safety Regulations 1999, amended 2003 and 2006


· Manual Handling Operations Regulations 1992, amended 2002


		Document created: February 2017

		Date for review: February 2020



		Current issue: February 2017

		No pages: 1



		Author: Theatre Management Team

		



		Document approved by Theatre Board

		Date:
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 101

Guidance on Reducing the Risk of Retained Throat Pack

		Aim:
To ensure that throat packs are always removed before extubation of the patient







A retained throat pack has the potential to cause patient harm and even death.  This guidance is to ensure that throat packs are safely removed before extubation of the patient.

· Decision to insert throat pack may be made by surgeon or anaesthetist


· There must be visible evidence of a throat pack in situ


· There must be documented evidence that throat pack has been inserted and removed


· There must be a knot tied at both ends of the throat pack (unless a specific throat pack – ie green swab with tie – is used)


· Visible Evidence of Throat pack in situ


· End of pack tied to airway device – recommended for majority of cases


· Sticker on ETT indicating presence of throat pack if both ends of pack are inside the mouth – ONLY if end of pack likely to obstruct surgery e.g. dental extractions.


· Documentary evidence of Throat Pack insertion and removal. 


· Swab board in theatre – add and remove as part of swab count


· On the time out sections (before and after surgery) of the WHO checklist, record insertion and removal of pack


· The Anaesthetic Assistant should make a record to confirm removal of throat pack and knot at both ends seen (unless a specific throat pack – ie green swab with tie – is used)


· The throat pack should be documented in the overall swab count


· Document on anaesthetic chart – insertion and removal


· Document on surgical record


Refer to:  SOP-TSD 37 Swab, Instrument and Needle Count

References:


· Reducing the risk of retained throat packs after surgery. NPSA April 2009, Safer Practice Notice. Ref: NPSA/2009/SPN001 

		Document created: August 2010

		Date for review: February 2020



		Current issue: February 2017

		No pages: 2



		Author: Dr Melanie Jones, Consultant Anaesthetist

		



		Document approved by Theatre Board

		Date:
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Theatre Services Department

Standard Operating Procedure



Procedure Reference Number: SOP-TSD 102

Management of Patients presenting with Carbopenam Resistant Bacteria (ie acinetobacter baumanii) Morriston Theatre Suite





		

Aim:	To prevent transmission of multi-resistant bacteria to other surgical patients









Always seek advice from the Infection Control Team



Infection control will advise if the bacterial infection is aggressive in each patient case 

a) Aggressive = seek & destroy mission!

b) 1 antibiotic choice = average precautions



Theatre 17 has been identified as the only theatre that can be used for these cases.

Theatre 16 is an ultra clean theatre and must not be used under any circumstances - it is purely for the temporary storage of Theatre 17 equipment while the case is being done.



· Place NO ENTRY notices on all doors from the Theatre lift round to Th 16 & 17  



· Contact domestic supervisor to warn re cleaning of lift and theatre and corridor after the case 



· On a weekday, inform infection control - ext 3690 and check the type of cleaning required at end of case 



· Clear theatre 17 completely, including EVERYTHING from the prep room and anaesthetic room including the drawers etc, leaving only table, diathermy and only essential equipment required for the case ie tourniquet or hand table, flowtron machine, arm boards etc 



· Place Th 17 equipment  into Th16 



· Clear corridors from the theatre lift around to Ths 16 & 17 completely  of all equipment 



· Gather all essential trays and supplements that are required for the case. Do not bring excess supplies into theatre.

 

· Arrange for 2 scrub staff in theatre and 2 outside runners one of whom must be trained. An outside anaesthetic person is desired also due to rugs, blood gases etc being required 



· Non scrubbed personnel in theatre should wear long plastic aprons and wear arm loop protector gowns. These are kept on the top shelf in storeroom by Theatre 16 above the blue separate item boxes.



· The patient must be sent for on a trolley and the porters instructed to wear apron and gloves 



· Once the patient arrives in theatre the theatre lift must be placed out of action until the patient returns to the ward. Inform the Domestic supervisor to do this for you. It is then Amber cleaned by the domestics after the patient returns to the ward. 



· If cases are done at the weekend there must be someone in plastics theatre reception in case of emergency.



· At the end of the case, the patient must be recovered in theatre and once recovered may be sent back to the ward , the porters must wear gloves and apron as before.



· The trays and rubbish are removed from theatre.



· Rubbish put in yellow bag cupboard as normal.



· The trays are to be taken immediately to HSDU. No special precautions apply.



· The theatre is cleaned with haztab solution and once completed the domestic supervisor is called to arrange HPV fog or UV light the theatre. The corridors are UV light.



· Staff must shower with chlorhexidine scrub immediately. Shoes cleaned with Chlor Clean cloths prior to leaving Theatre17



·  *** PVL Staph Aureus cases can be treated in a similar fashion to MRSA ie last on list etc. in their own theatre. They do not require to be done in Theatre 17

Refer to SOP-TSD 29 Management of multi-resistant organisms, including MRSA in a theatre environment.









		Document created: March 2017

		Date for review: March 2020



		Current issue: March 2017

		No pages: 2



		Author: Theatre Operational Manager

		



		Document approved by 

		Date: 



		Document approved by Infection Control Committee

		Date: 
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Theatre Services Department


Standard Operating Procedure

Procedure reference number: SOP-TSD 104

Procedure for the removal of a supraglottic airway device by a 


theatre practitioner/non-anaesthetist

Standard 1.4.5.2

		Aim:
To ensure the safe removal of supraglottic airway devices in theatre or recovery







Frequently, patients will be brought from theatre to recovery following completion of surgery with a supraglottic airway device in place.  The safe removal of these devices requires adequate training and equipment availability.  The manufacturer’s instructions should be followed with regards to removal of specific devices.


Who can remove a supraglottic airway device?


· Trained recovery practitioner or an anaesthetics trained nurse / operating department practitioner.


· Recovery staff in training (under supervision)


Whenever a supraglottic airway device is being removed, an anaesthetist should be immediately available should there be unanticipated airway complications.


If suitably trained staff are unavailable, the supraglottic airway device must be removed with the anaesthetist present, either in theatre or in Recovery.


Where can a supraglottic airway device be removed?


· Theatre


· Recovery


In any other site (e.g. Radiology, A&E) they must be removed by an anaesthetist.

Monitoring prior to, and during removal of a supraglottic airway device


· Oxygen saturations


· An assessment of pulse, this may be a pulse oximeter with a good trace, or ECG


· Blood pressure


· Assessment of respiratory effort, either by visual means such as t-bag or Waters circuit, or end-tidal carbon dioxide.  Regardless of which is used, end-tidal carbon dioxide must be immediately available in the event of problems.


This is the minimum monitoring required.  Further monitoring may be necessary as clinically indicated.


What equipment is needed for removal of a supraglottic airway device?


· Appropriate personal protective equipment, including facemask / eye protection if necessary


· Suction


· Hudson mask or other means of oxygen delivery


· Oropharyngeal airways available


· Airway trolley available (all equipment necessary to perform advanced airway techniques)


· Drugs required for intubation must be readily available.


When can a supraglottic airway device be removed?


· Protective airway reflexes restored (coughing and swallowing)


· Respiration is adequate


· Patient is able to open their mouth on command


Specific devices


Consideration should be given to manufacture specific instructions; highlights of the manufactures recommendations with respect to removal are included below.  Custom and practice in most recovery units is that the recovery practitioner removes the LMA without any change to the cuff pressure.  If it is felt that adjustments to cuff pressure are necessary this should be discussed with the anaesthetist.


‘Standard’ 1st Generation LMA – Ambu AuraStraight


· Do not fully deflate the cuff until after its removal to avoid secretions entering the larynx and to prevent laryngospasm. Alternatively, it may be removed moderately inflated to aid complete removal of secretions.


· If the mask is to be removed in the Post-Anesthesia Care Unit, recovery room staff should receive thorough training in all aspects of the Ambu AuraStraight. 


iGel


· Manufacturer recommends gentle suction around the airway device, pharynx and hypopharynx prior to removal


· In patients at risk of a heightened gag reflex (smokers, asthmatics, COPD), removal of the iGel should be considered at a deeper plane of anaesthesia and airway patency maintained with an oropharyngeal airway.  This should be performed in theatre.


LMA Proseal


· No special recommendations from manufacturer.


LMA Supreme


· Manufacturer suggests partial deflation of cuff prior to transfer to Recovery as pharyngeal tone will increase in the recovery phase

		Document created: February 2018

		Date for review: February 2020



		Current issue: February 2018

		No pages: 3



		Author: Dr Nathan Tweed

		



		Document approved by Morriston Theatre Improvement Group

		Date: 28/02/2018
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Theatre Services Department

Standard Operating Procedure



Procedure Reference Number: SOP-TSD 10

Dress & Jewellery Code including Decontamination of Theatre Footwear



		Aim:	To minimise the risk of cross infection, injury or hazard to patients and staff.









To  minimise the risk of cross infection theatre clothing will only be worn by personnel working in the operating department. Staff should not wear/take theatre clothing home or to oncall rooms.  Hand hygiene should be performed prior to and following the putting on or taking off of theatre clothing, foot and head wear.



Only in exceptional circumstances e.g. transfer of critically patient to another hospital or emergency in grounds of hospital is theatre clothing permitted to be worn outside the hospital. 



Dress code audits will be undertaken regularly and compliance monitored during the audit process (Appendix 1 and 2).



1. Dress Code

All staff will:

· change into clean and intact theatre clothing at the start of the shift or when required throughout the shift

· A clean vest or short sleeved T-shirt is permissible under your theatre top, but the sleeves must not be longer than the theatre top

· Arm covering(sleeves) may be worn when outside of the clinical area, they should not have any clips, or embellishments on them and must only be applied following hand hygiene.  They must be removed on entering the clinical area and kept in the pocket of your theatre clothing, hands should be washed when sleeves removed.

· Theatre Jackets are only to be worn in extreme circumstances as they do not comply with ‘ABMU policy of bare from the elbows down’, and should not be worn during high risk clinical work.  Theatre Jackets must be made of closely woven cotton to comply with the requirements of theatre clothing they should be washed daily and should not contain any embellishments on them if they become contaminated they must be changed immediately.

· Prior to leaving the changing room a theatre hat must be put on, disposable theatre hats/caps are provided, these should be put on ensuring that 

Female: all hair is within the hat

Male: if hair is short a cap may be worn, ensuring that front of hair is within the cap,  if hair is long then a hat must be worn with all hair within the hat

Cotton hats/caps/headcovering: These should not have any clips, or embellishments on them.  When wearing own cotton hat/cap/headcovering, you must abide with the conditions above, you must also wear a clean hat daily and should have an adequate supply with you to replace the hat/cap/headcovering should it be contaminated, or you must replace with a disposable hat/cap

· wear clean and appropriate theatre footwear



2. Jewellery

Permitted jewellery consists of:

· A plain band wedding ring

· one pair of small stud earrings (no stones) if worn these must be covered by the cap/hat/headcovering

Wristwatches must not be worn in the clinical area.



3. Decontamination of footwear



· It is each individual healthcare workers responsibility to ensure that their footwear is decontaminated.

· Footwear should be clean and ready for use. 

· Footwear should be decontaminated at the end of shift, or when deemed necessary during the shift

· Footwear should not be left in a contaminated state.

· Staff with visibly contaminated footwear will be refused entry to the theatre and instructed to decontaminate their footwear immediately.

Cleaning of Footwear

Clean footwear with cleaning wipes suitable for disinfection and blood spillages, following manufacturers’ instruction. 

Cleaning wipes are available in all sluice and changing areas.

(product in use 2012 - Chlor-Clean Wipes Guest Medical)



4. Personal Protective Equipment (PPE)

Always wear protective gloves, apron and appropriate face/Eye protection if there is a risk of splashing.

Remove and discard PPE immediately after decontaminating footwear. 

Always wash your hands after removing PPE.



References:

AfPP Standards and Recommendations for Safe perioperative Practice. 3rd edition. Revised June 2011























Appendix 1

Uniform policy audit



Theatre……………	Date……………      Auditor…………………………..  



Number of staff in Theatre at time of audit………… 

Theatre Practitioner(s)…….  Medical Staff………Other (i.e. – Radiographer)…………



Please indicate in box when completing         Th = Theatre staff    M = Medical Staff       O = Other

		Item

		Compliantrelevant box

		Conditionrelevant box

		Worn at appropriate time

		Comment and name of person concerned if non compliant or contaminated 



		

		Yes

		No

		Clean

		Contaminated

		Yes

		No

		



		Theatre suit

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		N/A

		N/A

		





		Theatre Jacket

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		



		Theatre footwear

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		N/A

		N/A

		



		Hat

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		





		Jewellery

		Th

M

O

		Th

M

O

		N/A

		N/A

		N/A

		N/A

		





		PPE

		

		

		

		

		

		

		



		Mask

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		





		Eye protection

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		



		Apron

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		





		gloves

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		Th

M

O

		



































Guidance for Auditors







Theatre clothing 

Clean and intact, trousers are not trailing on the floor and if too long have been rolled up and secured



Theatre jacket

Theatre Jackets should be worn in extreme circumstances as they do not comply with ‘ABMU policy of bare from the elbows down’ and should not be worn during high risk clinical work.  

Theatre Jackets must be made of closely woven cotton to comply with the requirements of theatre clothing they should be washed daily and should not contain any embellishments on them.



Hats

Female: all hair is within the hat

Male: if hair is short a cap may be worn, ensuring that front of hair is within the cap, if hair is long then a hat must be worn with all hair within the hat

Cotton hats/caps/headcovering: These should not have any clips, or embellishments on them.  Worn as indicated above



Jewellery

Plain band wedding ring (no stones or engraving) 

Small pair of stud earrings, no stones



Footwear

Must be of a material which is suitable for cleaning/wiping down (no canvas or other absorbent material)

Should be clean and damage free (no holes, soles intact)All footwear should fully cover the foot, side ventilation holes permitted but there should not be any holes on top.  If ‘Crocs’ are worn there should not be any shoe Jewellery on them.

















































































Appendix 2



Uniform audit action plan



Theatre……………………		Date…………………………



Auditor…………………………………...



Please indicate in box when completing         M = Medical Staff       Th = Theatre staff  	H=HCSW

            					O = Other

		

		Result to be addressed

(from audit form)

		Suggested action

		Implement by

(Date)

		Person responsible

		Change stage key

(see notes)



		1

		



		

		

		

		



		2

		



		

		

		

		



		3

		



		

		

		

		



		4
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Anaesthetic Skills held by

--- Recovery Practitioner



1. Can prepare the environment, and set up the clinical equipment (including the testing of the anaesthetic machine) required to apply a general anaesthetic to a patient, both as a planned, and emergency Induction (Rapid Sequence Induction).

2. Is conversant with the clinical / physical stages of general anaesthesia.

3.   Is competent, in both the preparation, and dispensing of the “Triangle” of anaesthetic drugs.

4. Is competent in the preparation, and assisting in the securing of patients airway with all forms of anaesthetic airway adjuncts.

5. Can assist in the extubation of the anaesthetised patient, and recognise / anticipate complication.

6. Can set up appropriate equipment, and assist in the application of epidural / spinal anaesthesia

7. Can set up appropriate equipment, and (a.) assist in the application of a regional nerve block (B.) recognise the clinical indicators of venous infiltration of a regional anaesthetic.

8. Familiar with D.A.S. (difficult airway society) guidelines 
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@ Management of unanticipated difficult tracheal intubation in adults
2015

Pyi

Plan A: Facemask ventilation and tracheal intubation If in difficulty » call for help

Optimise head and neck position

Preoxygenate

Adequate neuromuscular blockade Succeed

Direct / Video Laryngoscopy (maximum 3+1 attempts) [Conﬁrm tracheal intubation with capnography }
External laryngeal manipulation

Bougie

Remove cricoid pressure

Maintain oxygenation and anaesthesia

* Declare failed intubation
STOP AND THINK

Plan B: Maintaining oxygenation: SAD insertion Options (consider risks and benefits):
2nd generation device recommended % 1. Wake the patient up

Change device or size (maximum 3 attempts) 2. Intubate trachea via the SAD
Oxygenate and ventilate 3. Proceed without intubating the trachea
4. Tracheostomy or cricothyroidotomy

* Declare failed SAD ventilation

Plan C: Facemask ventilation

e 2 Succeed
If facemask ventilation impossible, paralyse .
. . Wake the patient u
Final attempt at facemask ventilation P P
Use 2 person technique and adjuncts
* Declare CICO Post-operative care and follow up
Formulate immediate airway management plan

Monitor for complications

Complete airway alert form

Explain to the patient in person and in writing
Send written report to GP and local database

Plan D: Emergency front of neck access

Scalpel cricothyroidotomy

This flowchart forms part of the DAS Guidelines for unanticipated difficult intubation in adults 2015 and should be used in conjunction with the text.
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		Staff development and clinical orientation objectives

		The purpose of this staff development booklet is to enable you to take a practice-based approach to your development needs within the PACU, supported by your fellow team members. This will provide you with a valuable opportunity to develop the necessary core skills to provide safe and effective care and to involve you as an individual in the development of your role. The objectives are to identify your areas of strength and weakness. Once you and your respective mentor have highlighted these respected areas, we will encourage and assist you with your development. Do remember, that the staff working within the PACU environment carry a wealth of information and expertise, so please ask them questions. You will work through this booklet and will have regular meetings to discuss your development.

		GENERIC COMPETENCIES

		ASSUMPTIONS

		That each nurse will take every reasonable effort to develop in others the skills they have acquired
That each nurse will undertake an IPR every 12 months

		COMPETENCIES (relevant to level of experience)

		 To work in accordance with the NMC Code of Professional Conduct
 To work in accordance with local hospital and statutory guidelines and policies, including health and safety
 Adopts a service orientated approach to work
 Practices in a cost effective and cost aware manner
 Establishes a relationship with the staff within the department and others
 Commences a personal and professional portfolio 
 Encouraged to undertake reflective practice
 Undertakes and maintains mandatory training e.g. ILS,PLS, fire training

		LEVELS OF PRACTICE

		1. Beginner-The nurse knows nothing relating to post anaesthetic care and is unable to perform skills required.                                                                    2.Advanced Beginner- Has some knowledge, but is not able to work safely without direction or supervision. Doesn’t always recognise the need to seek advice and is unable to determine priorities.                                                                                                                                                                                 3. Proficient - Able to perform safely without supervision and seeks advice appropriately. Demonstrates conscious, deliberate planning to achieve efficiency and organisation of the care to be given.                                                                                                                                                                      4. Expert - Nurse demonstrates improved decision making actions guided by experience. Is able to teach others, not only in terms of ‘how’, but also ‘why’.

				(Adapted from Benner, ‘From novice to expert’ 1984)

		Patient Admission, Discharge and Transfer

				S - SELF-ASSESSMENT RATING. M - MENTOR'S RATING.		Rating		Please sign and Date

								S		M				S		M				S		M

				Demonstrate the ability to check bay emergency equipment e.g. airways, O2, suction, re-breathe bag, clear face mask and that equipment can reach patient		4

				Able to locate emergency equipment e.g. cardiac resus trolleys and check  defibrillator, re-intubation tray, anaesthetic machine, invasive monitoring insertion trolley.		4

				Prepare bay space for a new admission		4

				Demonstrate ability to take effective handover of patient from anaesthetist and theatre nurse		3

				Demonstrate awareness of how to assess a post operative patient and  effectively use the sedation, pain and neurological scores		3

				Demonstrate ability to set appropriate alarm limits on monitors and  demonstrate knowledge of the equipment being used		3

				Demonstrate ability to prepare patient for discharge from PACU and  shows knowledge of PACU discharge protocol		3

				Demonstrates ability to give appropriate handover to nurse from receiving unit/ ward		3

				Shows knowledge of how to raise emergency alarm		4

				Demonstrate correct knowledge of the bleep system, emergency  numbers.		4

				Demonstrate knowledge of completing documentation accurately		3

				To demonstrate and state that the candidate is competent and accountable for all the above criteria

		Name of nurse being assessed …………………………………………

		Name and initials of assessors …………………………………………

		RESPIRATORY

						Rating		Please sign and Date

								S		M				S		M				S		M

				Demonstrate knowledge of manual ventilation with re-breathe bag (ambu bag, waters circuit) (why, technique and complications)		3																												Name of nurse being assessed …………………………………………		Name and initials of assessors …………………………………………

				Demonstrate ability to safely monitor respiratory status, chest auscultation (if required) chest movement, colour and pulse oximetry		3

				Demonstrate ability to record respiratory observations – show awareness of complications post-operatively – can record rate, depth etc		3

				Can identify a patient who has incomplete reversal from muscle relaxants and can take appropriate actions		3

				Can identify the difference between laryngeal mask and endo-tracheal  tube and reason for choice of tube used		3

				Can identify nasal and guedel airways and show knowledge when deciding  which size and type of airway they would use if required and demonstrate correct insertion technique		3

				Can demonstrate knowledge of and recognise potential or actual airway obstruction		3

				Demonstrate knowledge and the techniques utilised in attempting to relieve airway obstruction e.g. jaw support		3

				Demonstrate ability to assist with an emergency intubation		3

				Demonstrate ability to perform safe patient extubation  (equipment and technique)		3

				Demonstrate ability to manage and assess post extubation patient, showing  awareness of post extubation complications e.g. laryngospasm, hypoxia		3

				Demonstrate knowledge of O2 use and methods of delivery		3

				Can care for a patient with a tracheostomy, understanding potential  complications associated

				Basic interpretation of arterial blood gases, recognising abnormalities and can understand appropriate actions to take

				Can care for patients with chest drains, understanding use of the drain and complications associated		3

				Can detect and identify Bronchospasm/ Laryngospasm and laryngeal stridor and initiate treatment		3

		CARDIOVASCULAR

						Rating		Please sign and Date

								S		M				S		M				S		M

				Demonstrates correct placement of ECG leads and competently capture a 12 lead ECG

				Demonstrate ability to gain an ECG rhythm strip and provide basic interpretation

				Demonstrate ability to record pulse and blood pressure and identify abnormal values. Demonstrate ability to care for a patient with invasive  monitoring		3

				Can identify when to attach ECG monitoring and can hook up the ECG  cables appropriately

				Demonstrate basic knowledge of safe patient fluid management e.g. crystalloid, colloid and blood use. Can safely administer blood products and record fluid balances		3

				Demonstrate understanding of sinus rhythm/bradycardia/ tachycardia, VF and asystole		3

				Demonstrates knowledge of hypotension and hypertension. Know about  causes and treatments		3

				Demonstrate knowledge of hypothermia and hyperthermia. Know causes and treatments		3

				Demonstrate understanding of monitoring and recording wound site drainage		3

				Show knowledge of different types of wound drains and their management		3

				Demonstrate knowledge of the BLS algorithm		3

				Demonstrate an ability and the techniques to identify pedal pulses and record neuro vascular and flap observations		3

				Demonstrate ability to have competent use of the Doppler. Can show  knowledge in initiating it’s use

		Name of nurse being assessed …………………………………………

		Name and initials of assessors …………………………………………

		NEUROLOGICAL AND PAIN

						Rating

								S		M				S		M				S		M

				Demonstrates ability to carry out neurological assessment, use of the sedation score and complete documentation		3

				Demonstrate understanding of analgesic requirements in post-operative  patients. Can perform accurate pain assessment scores and document  clearly. Can show awareness of the acute pain service guidelines		3

				Demonstrates knowledge of the different analgesic’s used in PACU and  an understanding of their effects and side effects		3

				Demonstrates an understanding of the advantages and disadvantages  of different methods of administration of analgesia		3

				Demonstrates ability to competently prepare, set up and manage PCA/ epidural pumps		3

				Safely monitor the patient receiving a PCA or epidural and assess it’s effectiveness		3

				Demonstrates understanding and effective care of patients who have received regional/ local blocks, including paravertebral  infusions, spinals etc		3

				Demonstrates and understands how to use Glasgow Coma Scale and the ability to document readings accordingly		3

		Name of nurse being assessed …………………………………………

		Name and initials of assessors …………………………………………

		ANAESTHESIA

						Rating

								S		M				S		M				S		M

				Demonstrate understanding of the anaesthetic chart		3

				Demonstrates knowledge of the various types of anaesthesia
Epidural
Spinal
General
Local/ nerve blocks		3

				Understands the use of following-
Induction agents
Muscle relaxants
Reversal agents
Volatile agents
Sedation agents		3

				Can demonstrate a basic understanding of malignant hyper-pyrexia, including signs and symptoms and treatment		3

				Can demonstrate a basic understanding of scoline apnoea		3

		Name of nurse being assessed …………………………………………

		Name and initials of assessors …………………………………………

		RENAL

						Rating

								S		M				S		M				S		M

				Demonstrate basic knowledge and function of the renal system and the implications of an anaesthetic upon this		3

				Demonstrates understanding of normal urea and electrolytes, the minimum  expected hourly urine output		3

				Demonstrate knowledge and understanding of the effects of Fruosemide and Dopamine.		3

				Can identify and show awareness of deterioration in renal function		3

				Have basic knowledge and understanding of T.U.R.P syndrome and the implications upon the patient		3

				Demonstrates an understanding of appropriate fluids for irrigation following surgery

		Name of nurse being assessed …………………………………………

		Name and initials of assessors …………………………………………

		GASTROINTESTINAL SYSTEM

						Rating

								S		M				S		M				S		M

				Demonstrates knowledge of anti-emetics and GI drugs.		3

				Demonstrates knowledge of naso-gastric tubes in the self ventilating patient and appropriate administration of oral fluids		3

				Demonstrate the awareness of early NG feeding, when to commence NG feeding and the NG feeding protocol		2

				Demonstrate the safe removal of a naso-gastric tube		3

		Name of nurse being assessed …………………………………………

		Name and initials of assessors …………………………………………

		HYGIENE

						Rating

								S		M				S		M				S		M

				Understands the importance of hand hygiene		4

				Demonstrate ability to perform oral care and can appropriately position patients		3

				Demonstrate the ability to locate the latex allergy equipment		4

				Demonstrates ability to assess surgical wounds and can re-dress wounds using aseptic techniques		3

				Demonstrates ability to correctly perform aseptic technique when administering IV medication and managing cannula’s and invasive lines		3

				Can identify patients who require barrier nursing		4

				Can perform effective barrier nursing		3

		Name of nurse being assessed …………………………………………

		Name and initials of assessors …………………………………………

		COMMUNICATION

						Rating

								S		M				S		M				S		M

				Demonstrates confidence and willingness to approach other staff for help and guidance		4

				Demonstrates the ability to assist the senior staff running the shift,  keep the senior staff regularly updated of changes in patient care and management		4

				Demonstrates the ability to communicate appropriately with patients		3

				Demonstrate ability to communicate with doctors, physio, x-ray department, laboratories and the multi-professional team		3

				Demonstrates an awareness of the procedure for nurse handover: Summary of patients relevant history Summary of any complications whilst in the recovery, the patients management and any further treatments / instructions that need completing		3

				Demonstrates ability to check correctly that drugs and fluids are  charted & to check infusion pumps with nurse taking over the patient care		3

				Demonstrates ability to communicate with patients’ relatives both over the telephone and at the bedside, adhering to the NMC’s guidelines  in confidentiality		3

				Ability to comprehensibly complete the nursing care plan and to show  understanding of the NMC guidelines of documentation		3

				Can demonstrate effective management of the general recovery area  e.g. skill mix, theatre admissions etc		3

		Name of nurse being assessed …………………………………………

		Name and initials of assessors …………………………………………

		PAEDIATRIC

						Rating

								S		M				S		M				S		M

				Able to locate and check emergency equipment e.g. resus trolley, defib and tracheostomy box, for the paediatric patient		4

				Discuss uses of the various components of emergency equipment  designed specifically for paediatric use e.g. intraosseous needles, medication		2

				Demonstrate the ability to check and assemble bedside emergency equipment appropriate to age / weight of the paediatric patient		4

				Shows knowledge of Paediatric Basic Life Support algorithm (Certification to be obtained as soon as possible)		3

				Shows knowledge of Advanced Life Support Algorithm		2

				Demonstrate knowledge of normal vital sign parameters, appropriate to the age of the child		3

				Demonstrates thorough assessment of the child’s airway, breathing and circulation		3

				Recognises and manages airway obstruction. Can discuss degree of severity and cause of obstruction on evaluation of presenting features		3

				Demonstrates techniques utilised to relieve airway obstruction.		3

				Discusses the use of Laryngeal Mask Airway’s (LMAs) in children. Demonstrates safe LMA removal.		2

				Can discuss the safe management of tracheostomies in the paediatric patient.		2

				Demonstrates safe suctioning technique. Can discuss contraindications to suctioning.		3

				Recognises potential or actual respiratory depression. Identifies possible cause and management of respiratory depression in the child following  anaesthesia.		3

				Discusses the implications of hypo/hyperthermia in the post-operative child. Initiates appropriate action.		3

				Competently assesses pain in children using appropriate Pain Assessment Tool.		3

				Demonstrates knowledge and understanding of paediatric analgesia regimes and policies		3

				Cares safely for the child receiving PCA/NCA/Epidurals, as per Paediatric Protocol.  Maintains thorough documentation		3

				Discusses rationale for prescribing drugs per kilogram body weight and use of Paediatric Drug Formulary.		3

				Shows knowledge of Paediatric Anaphylaxis Protocol.		3

				Safely & accurately calculates IV fluid requirements.		3

				Demonstrates safe use of appropriate infusion pumps used in paediatrics.		2

				Demonstrates knowledge of contraindications to offering oral fluids to  children in recovery e.g. following application of Lignocaine Spray		3

				Demonstrates effective and sensitive communication skills with the child and his/her family. Involves the family in the care of their child, thus delivering Family-Centred Care		3

				Demonstrates recognition of the holistic needs of the child in relation to their developmental age. Offers play / distraction & comfort to the child in the unfamiliar environment of recovery.		3

				Provides a safe environment for the child (e.g. cot sides). Supervises the child in recovery at all time (unconscious or recovered) recognising the unique risks, which apply to the child in the recovery environment.		4

		Name of nurse being assessed …………………………………………

		Name and initials of assessors …………………………………………

		ORTHOPAEDIC

						Rating

								S		M				S		M				S		M

				Demonstrate the care and handling required for a patient with plaster of paris		3

				Demonstrate effective limb positioning following surgery		3

				Show knowledge and understanding of a patient in traction		2

				Demonstrate the ability to locate a peripheral pulse		3

				Demonstrate an understanding of neurovascular observations		3

		Name of nurse being assessed …………………………………………

		Name and initials of assessors …………………………………………

		MISCELLANEOUS

						Rating

								S		M				S		M				S		M

				Safely assist in the insertion of an arterial line according to policy		3

				Safely assist in the insertion of a CVP line according to policy		3

				Demonstrate the safe removal of an arterial line		3

				Demonstrate the safe removal of a CVP line		3

				Demonstrate and set-up the monitoring and calibrate an arterial line		3

				Demonstrate and set-up the monitoring and calibrate the CVP line		3

				Safely assist in the insertion of an epidural catheter		3

				Demonstrate the safe removal an epidural catheter		3

		Name of nurse being assessed …………………………………………

		Name and initials of assessors …………………………………………
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Self-Assessment


As a learner you can either: 


1. Complete the self-assessment units in each section if you have knowledge of epidural analgesia. Score yourself against the answers to see what knowledge you require to answer the remaining questions


1. If you have no knowledge of epidural analgesia, work your way through the booklet and undertake the self-assessment sections following each individual unit. 


Objectives


After completing this unit of study you should be able to:


1. Describe where the epidural space is situated


2. Explain what epidural analgesia is 


3. Identify the basic anatomy of the of the vertebral bodies


4. Explain where the epidural catheter is placed


5. Understand the pharmacology of the drugs used in epidural analgesia


6. Describe the different types of epidural administration


7. Identify the risks of epidural analgesia


8. Discuss the safe care of a patient receiving epidural analgesia


9. Describe the known side effects of epidural analgesia and how you could manage them


10. Describe the type of major complications which may occur with epidural analgesia and their management


Terminology:


Intrathecal space – Fluid filled space around the brain and spinal cord between the arachnoid and pia mater, also called the subarachnoid space. This space contains the nerve roots, surrounded by Cerebral Spinal Fluid (CSF), which baths and protects the brain and spinal cord


Epidural space – A space that exists between the bony vertebral canal and the outer surface of the dura mater


Ligamentum Flavum – Thick fibrous ligament, composed mostly of elastic tissue. It runs vertically from lamina to lamina


Epidural catheter – A soft fine (1mm in diameter) plastic tube used to deliver the epidural solution into the epidural space


Local anaesthetics – Drugs which numb or “freeze” nerves, by blocking conduction of pain impulses, so making it impossible to transmit pain signals


Opioids – Analgesic drugs related to Morphine. The variations between drugs in this group relate to the time they take to work, the length of time they work for, the best route to administer them and the predominant side effects they produce


Sensory fibres – Nerves that carry impulses from sensory receptors, throughout the body, which are processed by the CNS in order for the body to make sense of itself and its environment


Motor fibres – A nerve fibre that carries impulses towards the muscles or glands


Motor nerve – Bundle of nerve fibres running to various organs or tissues of the body


Motor function – Ability to use and control muscles and movement


Dermatome – Relationship between the spinal nerve and skin


Myotome – Relationship between the spinal nerve and muscle


Innervate – Nerve supply either sensory or motor to a specific organ or part of the body


Introduction:


Epidural and intrathecal analgesia are effective and specialised ways of treating severe pain, and whilst they are usually initiated by the anaesthetist, they may also be sited by the surgeon at the end of spinal surgery.  It is important that patients have confidence in this technique and feel able to discuss with you any fears or worries they may be experiencing.


Epidural analgesia has been shown to help reduce postoperative morbidity in high-risk patients, and to generally improve postoperative outcomes by reducing the incidence of respiratory and cardiovascular complication and decreasing the stress response to major surgery. (1) A well-placed working epidural improves patient satisfaction with their postoperative rehabilitation and improves compliance with physiotherapy.


Pain relief by the epidural route has been in use for a long time, particularly in childbirth.  More recently its benefits have been realised in the chronic pain setting; with some countries achieving good results with pain relief in palliative care patients. 


It is not perfect or trouble free, but then no form of treatment is. It is important that all members of the medical team responsible for patient care should have a good understanding of all forms of pain relief, including epidural and intrathecal analgesia.  This understanding will alert you to possible complications and drug interactions, and allow you to manage patients receiving these types of analgesia.


This study unit is intended to back up your study session and provide ongoing education. It does not replace your responsibility to continue to update your knowledge and skill as required.


This study unit will demonstrate evidence in support of KSF skills at:


1. Core Dimensions 


· C1 Communication


· C2 Personal and people development


· C3, Health, safety and security


· C4 Service improvement


· C5 quality


ealth, safety and securityHh

2. HWB7 Level 1 / 2 / 3


Study Section One:


1. Definition of epidural analgesia


2. Advantages of epidural analgesia


3. Indications for epidural analgesia


4. Contraindications to epidural analgesia


5. Risks of epidural analgesia


Definition


Epidural analgesia is the administration of analgesics into the epidural space. The analgesics are injected close to the spinal nerves where they emerge from the intratheacal space into the epidural space and exert a powerful analgesic effect. Epidural analgesia is one of the most effective techniques available for the management of acute pain. (1)


Advantages of Epidural Analgesia


There are three main advantages in using epidural analgesia:


1. Respiratory - It has the potential to provide dynamic pain relief for many patients thereby improving respiratory function, and reducing post-operative chest infection (2)


2. Gastrointestinal Function - Due to lower doses of opioids being required to achieve effective analgesia via the epidural route against systemic administration, patients experience a lower incidence of opioid-related side effects, (such as sedation and prolonged ileus) (3)


3. Stress Response - The evidence of lowered stress response to surgery in patients who receive epidural analgesia reduces morbidity, recovery time and hospital stay (4) 


Other benefits are:


· Reduced incidence of deep vein thrombosis and pulmonary embolism following surgery for lumbar placement (5)


· Reduction of adverse cardiovascular effects in patients with unstable angina and the improvement of myocardial function (6)


Indications


· Provision of postoperative pain control


· Impaired pulmonary function due to trauma i.e. # ribs, atelectasis, infection and/or surgical procedure


· Impaired cardiovascular function


· As an alternative to general anaesthesia, e.g. in severe respiratory disease or significant co-morbidity in a bid to reduce mortality


· Acute ischaemic pain of lower limbs or pre-emptive analgesia for elective amputation


· Management of chronic intractable pain, for example advanced cancer where nerves are compressed, or the patient is experiencing difficulties with systemic opioids due to unmanageable side effects


· Chronic non malignant pain syndrome that may be responsive to specific intraspinal therapy for muscle spasm or neuropathic pain due to cord compression, local oedema and inflammation


· Pain relief in childbirth


Contraindications to epidural analgesia


		Absolute

		Relative



		Patient refusal to consent to procedure




		



		Patients with coagulation defects – 


Platelet count < 80,000


Warfarinisation


May result in epidural haematoma formation and spinal cord compression




		Administration of low molecular weight heparin:


· Stop administration 12 hours before insertion or removal of catheter 


· May be administered 2 hours post insertion or removal of catheter






		Local sepsis at the site of proposed injection site


May result in meningitis or epidural abscess formation




		Patients receiving NSAID’s or aspirin may need a formal platelet function test. Bleeding time is inconsistent






		Unstable spinal fracture


Elevated intracranial pressure – risk of herniation if a dural tap occurs




		Spinal deformity or previous trauma at site of epidural placement


Certain neurological condition, i.e. multiple sclerosis – placement may result in an exacerbation of the disease (7)






		Proven allergy to the intended drug




		Diabetes, steroid therapy, immunocompromised state, where there is an increasing risk of infection






		Hypovolaemia, shock




		Mechanical – technical difficulties in inserting catheter






		Lack of trained personnel


Lack of guidelines and protocols to guide practice (7,1)




		





Risks of Epidural Analgesia


		Transient neuropathy




		Usually occurs with a full recovery.


It is a relatively infrequent occurrence. 


Epidural insertion usually occurs in the awake patient who is able to report to the anaesthetist any pain or parasthesia while placing the catheter. This usually helps to avoid the risk of neurological damage (8)






		Dural Puncture




		Usually occurs when the dura mater is inadvertently punctured during the placement of the epidural catheter. The incidence of a dural puncture arising during placement of the catheter is approximately 0.32 – 1.23% (9, 10, 11). 


Symptoms:


The main symptom is a headache, which arises from leakage of cerebrospinal fluid through the dura. 


The likelihood of a post-dural puncture headache is between 16% and 86% as multiple factors are involved such as needle size and patient age






		Catheter Migration




		Extremely rare, occurring in less than 0.2% of patients (12, 13). It is possible for the tip to migrate into either a blood vessel or the cerebral fluid in the subarachnoid space.


1. If the catheter migrates into a blood vessel, either opioid or local anaesthetic toxicity will occur.


Opioid toxicity results in sedation and respiratory depression


Local anaesthetic toxicity results in circumoral tingling, numbness, twitching, convulsions and apnoea


2. If the catheter migrates into the subarachnoid space the epidural local anaesthetic or opioid agents may reach as high as the cranial subarachnoid space. This is called a high block or total spinal


If this occurs the respiratory muscles and cranial nerves are paralysed, resulting in apnoea, profound


 hypotension and unconsciousness



		Spinal Haematoma




		Can occur spontaneously, but usually arises from the puncture of epidural systemic vessels during catheter placement. This occurs during 3 – 12% of attempts. (14) However the subsequent development of a spinal haematoma causing neurological damage is a rare complication.


Potential risk factors:


· Clotting abnormalities


· Multiple insertions can also increase the risk of haematoma formation


· Anticoagulant therapy in relation to placement or removal of epidural catheter


Development of haematoma is not just related to insertion but also to removal of the epidural catheter when patients are receiving anticoagulation therapy


See guidelines for Epidural analgesia with anticoagulant therapy


Symptoms:


· Initially back pain and tenderness


· As the haematoma grows and expands to compress the spinal nerve roots or the spinal cord, then:

· Loss of bladder and bowel function occurs


· Sensory loss and motor function weakness


If cord compression is not decompressed early irreversible paraplegia can occur



		Spinal Infection / Abscess




		Extreme vigilance must be maintained in the monitoring and detection of epidural infection.


Infection can be introduced into the epidural space from: (15)


· Exogenous source – contaminated equipment or drugs


· Endogenous source – leading to bacteraemia


· A third way infection can occur is by the epidural catheter acting as a wick through which infection tracks down from the entry site on the skin to the epidural space


Signs & Symptoms:


· Redness with a purulent discharge if the infection is at the catheter site


· Back pain and tenderness may be present or they may be a late sign with leg weakness


If a spinal abscess forms then symptoms are as for haematoma:


· As the abscess grows and expands to compress the spinal nerve roots or the spinal cord, then:

· Loss of bladder and bowel function occurs


· Sensory loss and motor function weakness


If cord compression is not decompressed early irreversible paraplegia can occur
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Self-Assessment:


1. What is epidural analgesia?


2. What are the 3 main advantages in using epidural analgesia?


3. List 4 contraindications, which may prevent your patient from having an epidural 


catheter sited?


4. Name 4 risks that are associated with epidural analgesia?


 _____________________________________________________________________


5. List the signs/symptoms of:


A. Epidural haematoma? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


B. Epidural abscess/infection? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


A. Post-dural tap headache? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


D.
Migration of the epidural catheter into the CSF? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Study Section Two:


1. Anatomy of the Epidural Space


2. Spinal Nerves and Dermatomes


Anatomy of the epidural space:


The epidural space is the part of the vertebral canal not occupied by the dura mater and its contents.
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It is in reality a potential space formed by its surrounding structures:


· It lies between the dura and the periosteum, lining the inside of the vertebral canal


· It extends from the foramen magnum to the sacral hiatus. This is where the  5th sacral vertebra and sometimes the 4th have not joined together and there is a gap in the vertebral body


· It is located between the body of the vertebral canal and the outer surface of the dura mater


· The anterior and posterior nerve roots in their dural covering pass across this potential space to unit and form segmental nerves


The epidural space contains:


· Extensive plexus of veins and spinal arteries


· Nerve roots


· Lymphatic vessels 


· Fatty tissues which is continuous with the fat in the paravertebral space. This layer of fatty tissue is in proportion to the total body fat


The epidural space varies in size, being largest in the mid lumbar region


· Adjacent vertebrae are held together by tough short ligaments, which help to stabilise the vertebral column


· Specifically the ligamentum flavum that covers the inter-laminal spaces of the vertebral column


Paravertebral Space


The thoracic paravertebral space is a wedge-shaped area that lies on either side of the vertebral column. The spinal nerves in the paravertebral space are organized in small bundles submerged in the fat of the area.


 At this location, the spinal nerves are not enveloped by a thick fascial sheath. Therefore, they are relatively easily anesthetized by injection of local anesthetic. 


The thoracic paravertebral space is continuous, with the intercostal space laterally, epidural space medially, and the contralateral paravertebral space via the prevertebral fascia. 


Diagram of the Paravertebral Space
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Ligamentum Flavum


It is through this structure that the epidural catheter is placed to gain access to the epidural space and if placing a spinal anaesthetic the spinal canal. 
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The ligamentum flavum is much tougher than the other ligaments holding the spinal vertebrae together. The ligament is easily identified when inserting the epidural needle by its increased resistance to the pressure of the needle trying to puncture the ligament. 


Once the ligament is felt, the needle is slowly pushed through with a loss of resistance syringe. Once the needle has punctured the ligament then there is an immediate loss of resistance as it enters the epidural space.


If the needle continues through the epidural space it can inadvertently puncture the dura and end up in the intrathecal space, (this is where a spinal anaesthetic is given). This accidental puncture of the dura causes a leakage of CSF from the intrathecal space (Dural pucture) resulting in a headache called Post dural puncture headache (PDPH)


In the sacrum there are no ligamenta flava; the laminae here are fused together except for the 5th sacral vertebra, which forms the sacral hiatus, having no laminae.


Intrathecal Space
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Spinal Nerves 


The anatomy of the spinal cord itself consists of millions of nerve fibres which transmit electrical information to and from the limbs, trunk and organs of the body, back to and from the brain.


The brain and spinal cord are referred to as the Central Nervous System, whilst the nerves connecting the spinal cord to the body are referred to as the Peripheral Nervous System.


The nerves within the spinal cord are grouped together in different bundles called Sensory fibres (ascending nerves to the brain) and motor fibres (descending nerves from the brain)


1. Sensory fibres carry information on touch, pressure, skin temperature, pain and joint position from the body up to the brain


2. Motor fibres carry information down from the brain in response to the sensory information it receives, to initiate movement and control body functions


3. The spinal nerves carry information to and from different levels (segments) in the spinal cord

Sensory nerves


Ascending or sensory nerve fibres carry information on conscious pain, temperature, crude touch and pressure. This information travels into laminae I of the dorsal horn of the spinal cord, where it crosses over and is transmitted via the spinothalamic tract up to the thalamus of the brain and then into the cerebral cortex which perceives sensations.
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The other ascending tracts are the:


· Spinocerebellar tract – this carries unconscious proprioception (muscle sense) responsible for muscle co-ordination


· Fasciculus Gracilis and Fasciculus Cuneatus – these tracts carry discriminative touch and conscious proprioception. This allow you to localise all touch and sensation


Motor Nerves


Motor fibres process electrical activity to the muscles to provide movement in response to a sensory stimulus. The motor fibres travel down from the brain and cross over in the dorsal horn cell to innervate the opposite of the body.
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The descending pathway for the motor fibres originates in the corticospinal tract, which originates in the cerebral cortex where voluntary motor control is localized. There are two branches, the lateral and the anterior. 


The lateral crosses in the medulla in an area known due to its appearance as the pyramids. The anterior does not cross. These fibres are called “upper” motor neurons and they synapse with “lower” motor neurons in the cord which then lead to the skeletal muscles.


There are 31 pairs of spinal nerves that branch off from the spinal cord. The spinal nerves, which leave the spinal cord, are numbered according to the vertebra at which they enter the vertebral column. So, the spinal nerve T4, exits the spinal column through the foramen of the 4th thoracic vertebral body. Every vertebra has 2 corresponding spinal nerves from both sides of the body with sensory and motor fibres entering or leaving the spinal cord.


Diagram Showing the Relationship Between Spinal Nerve Roots and Vertebra
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Myotomes 


Motor fibres innervate certain muscles, while the sensory fibres innervate certain areas of skin.


· A skin area innervated by the sensory fibres of a single nerve root is known as a dermatome


· A group of muscles primarily innervated by the motor fibres of a single nerve root is known as a myotome


The distribution of dermatome and myotome patterns are relatively consistent from person to person


· C3,4 and 5 – Supply the diaphragm


· C5 - supplies the shoulder muscles and muscle that we use to bed our elbow


· C6 – Bends the wrist back


· C7 – Straightens the elbow


· C8 – Bends the fingers


· T1 – spreads the fingers


· T1 – 12 – Supplies the chest wall and abdominal muscles


· L2 – Bends the hip


· L3 – Straightens the knee


· L4 – Pulls the foot up


· L5 – Wiggles the toes


· S1 pulls the foot down


· S3, 4 and 5 – supply the bladder, bowel and sex organs. Also the anal and other pelvic muscles


Myotomes


Relationship between the spinal nerve and muscles
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Dermatomes:


A dermatome is an area of the skin supplied by nerve fibres originating from a single dorsal nerve root. The dermatomes are named according to the spinal nerve, which supplies them. In diagrams and maps, the boundaries of dermatomes are usually sharply defined. However, in life there is considerable overlap of enervation between adjacent dermatomes. Thus, if there is a loss of afferent nerve function by one spinal nerve, sensation from the region of skin which it supplies is not usually completely lost as overlap from adjacent spinal nerves occurs: however; there will be a reduction in sensitivity.


Map of Dermatome distribution


Relationship between the spinal nerve and skin
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Self-Assessment:

1. Using the attached diagram below please label:


· The ligamentum flavum


· The epidural space (also known as the extradural space)


· The dura mater


· The intrathecal space (also known as the sub-arachnoid space)
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2. What does the epidural space contain?


______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


3. Which ligament must be identified when placing the needle to gain access to the epidural space?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


4. Describe what signs and symptoms you will see if an accidental puncture of the dura has occurred?


______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


5. What is the difference between a sensory fibre and a motor fibre?


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


6. What is a dermatome?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


7. If an epidural catheter were sited at T10/11 which dermatomal area would be affected?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Study Section Three:


1. Pharmacology of Local Anaesthetics


2. Pharmacology of Opioids


The two classes of drugs most often used to provide epidural analgesia are local anaesthetics and opioids. These drugs can be given either as a single agent or a ‘cocktail’ in order to produce a synergistic effect and to reduce the dosages of the single components required.


Local Anaesthetics


Local anaesthetics are a group of compounds which can produce reversible local analgesia. 


· They block conduction of information along sensory and motor fibres by inhibiting the propagation of the action potential


· Act directly on the nerve fibres by blocking the sodium channels in the nerve cell membrane


· They do not affect the patient’s level of consciousness


Local anaesthetics once delivered have the following effects:


		EFFECT

		TREATMENT



		Sympathetic blockade

		This results in vasodilatation below the level of the block, which may be reduced by using dilute solution


(This is a physiological effects and may be treated with increased fluids)






		Sensory blockade ( Analgesia)

		A desirable effect that depends on the level of the catheter tip, the volume injected and the spread of the agent






		Motor blockade

		An undesirable side-effect that varies in intensity from heavy legs / arms to complete motor blockade


Less common today due to lower concentrations of solution


Treat by either:


· decreasing the infusion rate


· reducing the concentration of the local anaesthetic


· or cease the infusion altogether








Site of Action


Within the nerve bundle the sensory fibres, which are smallest and unmyelinated are affected first, as they tend to be more peripheral than the motor fibres that, are bigger and myelinated.


However, local anaesthetics have the potential to affect all nerve fibres if the concentration or volume is great enough, and at toxic levels cause CNS and cardiovascular collapse.


· Autonomic nerve fibres (B fibres) are affected first. This sympathetic blockade affects blood pressure


· Somatic sensory nerves fibres (C, A delta and A gamma fibres) carrying sensory information on pain, temperature, touch and pressure are blocked next resulting in a sensory block and a reduction or cessation of pain


· The somatic motor fibres (A alpha, A beta) are blocked last of all. If these fibres are blocked then motor function is reduced or lost – Motor block


The process is a concentration dependant effect, with sympathetic block reversing first. Therefore the recovery of the patient is in reverse motor function is restored before sensory function.


The low concentrations of local anaesthetics used today provide pain relief without inhibiting motor function. Although it is still possible to see reduced motor function with a lower placement of catheter or with high infusion rates.


Spread of the Local Anaesthetic


Potency of the local anaesthetic is directly related to its lipid solubility, because the nerve cell membrane is composed of lipid. Increased lipid solubility leads to faster blockade of the nerve conduction.


1. Once injected into the epidural space the local anaesthetic spreads and diffuses from the epidural space to the spinal nerves.


2. The local anaesthetic also diffuses through the Dura into the cerebrospinal fluid (CSF) and penetrates the spinal cord.


3. Some of the drug also gains access to the spinal cord via the segmental blood supply.


· After lumbar injection, analgesia spreads both caudally and, to a greater extent, cranially


· After thoracic injection, analgesia spreads evenly from the site of injection


All local anaesthetics produce a segmental distribution, due to their lipid solubility. Whereby they produce segmental analgesia of the specific dermatome level that is directly related to the surface area it innervates (See map of dermatome distribution)

To be effective local anaesthetic needs to be injected into an area of the epidural space near to where the block is intended, i.e. for an upper abdominal incision or for fractured ribs the epidural catheter entry site should be in the thoracic region, whereas for orthopaedic lower limb surgery a lumbar epidural would be appropriate.


· An increased volume of low concentration local anaesthetic will result in a greater spread of solution within the epidural space and therefore a greater area of block


· Where as an increased concentration of local anaesthetic will result in a greater intensity of the block


However epidural nerve blockade can be unpredictable in its quality, extent and duration of block. 


Possible physiological side effects of epidural blockade 


		Side Effect

		Action



		Cardiovascular System: 


Sympathetic block can lead to hypotension.  The greater the height of the block and the concentration of local anaesthetic, the greater the chance of hypotension.

		Give intravenous fluids. Vasopressors may also be required.


Once the block is established and hypovolaemia corrected, hypotension should not be a problem


· Consider other causes such as bleeding etc.



		Motor/Sensory Block: 


Depending on the concentration of local anaesthetic, the agent and the total dose used, other sensory nerves and motor nerves may also be blocked.

		If patient complains of numbness or weakness, the infusion should be stopped until these effects has resolved, then restarted at a lower rate.  


Note: numbness and weakness may also be the first signs of catheter migration into the CSF.



		Urinary Retention: 


As with epidural opioids this can occur with local anaesthetic drugs.


Also the central effects of opioids and motor and sensory block can interfere with perception of bladder fullness and bladder stimuli




		Will need a urinary catheter.



		Toxic reaction: 


Most unwanted side effects of local anaesthetics result from an excessive plasma concentration of the drug, which results in CNS and / or cardiac toxicity. 


Increased plasma concentration can occur when:

1. An excessive dose or an otherwise safe dose inadvertently injected into a blood vessel (systemic circulation)


2. Too high a dose is administered either as a  bolus or infusion


3. There is impaired metabolism of the drug: poor hepatic function


Total Spinal:


This is when the epidural needle has gone through the dura into the subarachoid space and an epidural dose has been delivered into the CSF. This results in full anaesthetic of the CNS system.

		Maintain the airway and administer oxygen.  


Give IV fluids 


Commence CPR if necessary 


Anticonvulsants, vasopressors or drugs to treat cardiac arrhythmia may also be required.


Signs of increasing toxicity: Dose Dependant


CNS Stimulation


· Tinnitus, perioral numbness


· Apprehension, anxiety, restlessness


· Light headedness


· Visual disturbances


· Confused and disorientated


· Muscle twitching, slurred speech


CNS Depression


· Loss of consciousness


· Generalised convulsions


· Respiratory arrest


· Asystole


· Death


CVS Effects


· Hypotnesion


· Bradycardia


· Heart arrhythmia’s


· Cardiac failure


· Cardiac arrest








Toxic effects should not be seen as a problem with ward based epidural infusions if the following are observed:


· Low dose local anaesthetic concentrations


· Designated infusion device which can be rate capped


· Regular monitoring of the patient and infusion device


OPIOIDS


Opioids injected into the epidural space diffuse across the dura mater into the cerebro –spinal fluid surrounding the spinal cord and bind to the opioid receptors in the dorsal horn of the spinal cord. Here they block transmission of pain signals to the brain.


The addition of opioids to local anaesthetic solutions has gained popularity; as the opioids have a synergistic effect by acting directly on opioid receptors in the spinal cord resulting in smaller doses of opioids required for analgesia.


The combination of low-concentration local anaesthetic and low-concentration mixtures of opioids, administered by slow infusion rather than as intermittent boluses, has, in particular, been shown to be very effective in the management of postoperative pain.


The action of opioids is influenced by their lipid solubility. The more lipid soluble the quicker the drug will reach its site of action in the neural tissue.


Fentanyl – Highly lipid soluble, with a rapid onset and rapid offset


· Little rostral spread


· Segmental distribution, producing segmental analgesia


· Dermatome levels affected relate to surface area


Morphine – Low lipid soluble, with slower onset and longer duration


· Dissolve readily into the CSF


· Higher volume distribution gives a broad spread of analgesia across many dermatomes


Caution


When morphine is administered epidurally caution should be administered, as it is associated with delayed respiratory depression. This is thought to be as a result of its low lipid solubility, which means that instead of binding to opioid receptors in the spinal cord, some of the drug remains in solution in the CSF, and the circulation of CSF transports the remaining drug to the brainstem where it acts on the respiratory centre. 


This may occur many hours (up to 24 hours) after morphine has been administered epidurally. 


Contraindication


No other opioid should be administered at the same time as the epidural opioid. Infusing more than one opioid at a time increases the risk of respiratory depression. 


Possible side effects of epidural opioids 

		Side Effect

		Action



		Pruritus: 


Most common side effect. Itching, particularly over the face, chest and abdomen.


1. Due to histamine release from mast cells


2. Also thought to be due to cephalad spread of the opioid in the CSF with subsequent interaction in the medulla

3. Can occur in up to 50% of patients

		Reduce or discontinue opioid in the epidural infusion


Administer small doses (30mgs) of IV Naloxone (an opioid antagonist). This can be used without reversing analgesia. 


Administer an anti-histamine (Piriton) – but watch for sedation.



		Respiratory System: 


Respiratory depression may either occur early (within two hours of injection), or as a delayed response over 6-12 hours after a low lipid  soluble opioid (e.g. Morphine) was given.


Sedation: Increasing level of sedation is an early indicator of potential respiratory depression.


· Can occur at therapeutic levels


· Elderly, obese and poor risk patients are the more susceptible 


· Also patients receiving more than one opioid or drugs causing potential sedation




		Close and regular monitoring of both sedation scores and respiratory rates. 


If the patient is excessively sedated, the rate of the epidural infusion needs to be decreased or stopped.


If respiratory rate is ≤ 10, decrease the rate of infusion by 50%; if respiratory rate ≤ 8, stop infusion and administer Naloxone.  


If Naloxone required admininster in 100mcg aliquots every 3 – 5 minutes until respiratory rate above 12 per minutes and patient awake and stable






		Nausea and vomiting: 


Can occur due to absorption of opioids into the systemic circulation and rostral spread of opioids in the CSF.

		Administer anti-emetics (change anti-emetic if ineffective). 


Consider other possible causes.


Lie patient down and minimise movement until treatment has had time to work.


If difficult to manage consider removing the opioid from the solution






		Urinary Retention: 


Can occur due to inhibition of the micturition reflex evoked by increases in bladder volume. 


More likely with epidural Morphine.

		Small doses of an opioid antagonist may be given.  


If this is unsuccessful a urinary catheter will be needed (“in-out” or indwelling).



		Gastrointestinal system: 


Epidural opioids decrease bowel motility but to a lesser degree than equianalgesic doses of opioids given by other routes

		No treatment required in early stages.



		Cardiovascular system: 


Hypotension is unlikely unless the patient is already hypovolaemic.




		Look for causes of hypovolaemia. Give IV fluids and reduce or stop the epidural infusion.  Vasopressors (e.g. Ephedrine) may also be required.





Comparison of the possible side effects of opioid and local anaesthetic epidural analgesia 


The side effects of opioid and local anaesthetic agents used in epidural analgesia are compared in the table below.


		Effects

		Opioid

		Local Anaesthetic



		Respiratory

		Early depression 


Delayed depression

		Usually unimpaired



		Cardiovascular

		Usually no reduction in blood pressure

		Overt or Postural hypotension


Reduced heart rate with high block



		Sedation

		Yes

		Mild/absent



		Nausea/Vomiting

		Yes

		Less common



		Pruritus

		Yes 

		No



		Sensation

		No effect

		Block



		Motor

		No effect

		Block



		Urinary retention

		Yes

		Yes



		Gastrointestinal

		Decreased motility

		Increased motility





Self-Assessment:

1.  How do local anaesthetic agents produce sensory block?


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


2.  Name the physiological effects of local anaesthetic agents on the patient?


A)________________________________________________________________________________________________________________________________________B)________________________________________________________________________________________________________________________________________C)________________________________________________________________________________________________________________________________________


3.  What effect does the local anaesthetic have upon the sensory fibres?


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


4.  Which of the following statements is true?


To prevent the untoward side effects of local anaesthetics


A) low concentrations, high volumes are used to produce anaesthesia


B) high concentrations, low volumes are used to produce anaesthesia


5.  What is the difference between a high lipid soluble drug and a low lipid soluble drug? _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


6. Name one opioid from each category?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Study Section Four:


1. Preparation of solutions


2. Storage of epidural solution


3. infusion Devices to infuse epidural solution


4. Dedicated Lines


Preparation of Solution 


Epidural infusions must be aseptically prepared and supplied in clearly identifiable containers 


· (NPSA 2007 recommendations are for all bags to be clearly marked ‘EPIDURAL USE ONLY’ in yellow)


· Epidural catheters should also be yellow in colour, with no additive ports, and clearly marked ‘epidural only’

· All epidural catheters must have a 96 hour Anti-bacterial and anti-viral filter attached to the epidural catheter and administration set


To maintain sterility and to reduce the risk of error:


· Bags should either be purchased ready mixed from manufacturers 


· Or prepared in a Pharmacy sterile supplies unit


They should not be made up by staff in clinical areas (13, 14) 


Storage of Epidural Solution

1. All infusion bags should be stored either in a controlled drug cupboard or in a locked pharmacy fridge, away from other intravenous infusions


2. The available solutions should be strictly limited


3. The hospital should have prescribed protocols for the solutions available


Solutions available in this Trust


Morriston:


1. Bupivacaine 0.15% Plain (500mls)


2. Fentanyl 2mcg / Bupivacaine 0.125% (250mls)


3. Fentanyl 2mcg / Bupivacaine 0.1% (250mls for cardiac unit)


4. Fentanyl 4mcg / 0.125% Bupivacaine (500mls)


Singleton:


5. Bupivacaine 0.15% Plain (500mls)


6. Fentanyl 2mcg / Bupivacaine 0.15% (250mls)


7. Fentanyl 2mcg / Bupivacaine 0.1% (250mls for obstetric unit)


8. Fentanyl 4mcg / 0.125% Bupivacaine (500mls)


Recommended Infusion Device for epidural infusion


The infusion device should be dedicated and configured for epidural use only and have the facilities for the following:


· Clear vision of fluids


· Programmable in mls/hr


· Rate capping


· Bolus administration facility


· Lockable with restricted access


· Printable history


· Adjustable pressure limits


· Appropriate epidural administration set with anti-bacterial / anti-viral filter and anti -siphon valve


Modes of Delivery


Continuous epidural infusion – This protocol delivers a preset continuous infusion, which can be increased or decreased between preset ranges. This type of infusion is also rate capped at a safe rate, to prevent inadvertent over-dosage.


Bolus Dose – Single shot bolus dose given by either a medical practitioner / Clinical Nurse Specialist in pain management or a competent Nurse Practitioner.


Patient Controlled Epidural Analgesia (PCEA) – This protocol allows the practitioner to provide a continuous background infusion within a preset range. At the same time it allows the patient access to a bolus dose of a preset amount, usually 2ml – 3ml with a preset lockout of between 10 – 20minutes, if there is breakthrough pain.


Preset Protocols in the McKinley epidural pump


1. Continuous rate +/- Bolus dose (PCEA) – Bupivacaine 0.15% 500mls


2. Continuous rate +/- Bolus dose (PCEA) – Fentanyl 2mcg / Bupivacaine 0.125% 


3. Continuous rate +/- Bolus dose (PCEA) – Fentanyl 2mcg / Bupivacaine 0.15% 


4. Continuous rate +/- Bolus dose (PCEA) – Fentanyl 4mcg / 0.125% Bupivacaine 

5. Continuous rate +/- Bolus dose (PCEA) - Fentanyl 2mcg / Bupivacaine 0.1%

Recommended management of infusion devices


See Medical Devices Agency Bulletin MDA DB2003 (02)


March 2003


Pages, 8 - 38


Self-Assessment:

1. What is the name of the local anaesthetic used for epidural analgesia in this hospital?


________________________________________________________________________________________________________________________________________________________


2. What are the 3 strengths of local anaesthetic used in a) 250ml bag; b) 500ml bag?


A)_______________________________________________________________B)_______________________________________________________________


C)_______________________________________________________________


3. What opioid drug and doses are used for epidural infusion?


______________________________________________________________________________________________________________________________________


______________________________________________________________________________________________________________________________________


4. Where are the standardized pre-filled infusion bags for epidural infusion stored in your area?


_________________________________________________________________________________________________________________________________________________________________________________________________________


5. Which type/make of pump is configured for epidural infusion in this Trust?


______________________________________________________________________________________________________________________________________


6. What are the 2 programmed pump modes configured into this epidural pump?


A)________________________________________________________________________________________________________________________________ B)________________________________________________________________________________________________________________________________


C)________________________________________________________________________________________________________________________________


7. List 4 recommendations that all epidural infusion devices are required to possess?


A)________________________________________________________________________________________________________________________________


B)________________________________________________________________________________________________________________________________


C)________________________________________________________________________________________________________________________________
D)________________________________________________________________________________________________________________________________


8. What type of dressing should ideally cover the epidural catheter entry site?


_________________________________________________________________________________________________________________________________________________________________________________________________________


9. Where and how should the epidural bacterial filter be secured to the patient?


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Study Section Five: -


1. Monitoring Guidelines


2. Complications post epidural insertion


3. Troubleshooting


MONITORING THE PATIENT WITH EPIDURAL ANALGESIA


A protocol for monitoring, and the actions to be taken should problems be detected, will ensure patient safety and comfort.  Potentially serious problems may be detected early and averted; the epidural protocol should be followed at all times. A separate observation chart should be used to document the above clinical signs.


The most important things to monitor are pain, sedation and motor function:


However, monitoring must also include:


· Blood pressure


· Heart rate


· respiratory rate


· fluid balance


· block height


· monitoring for other side effects


Pain assessment


1. If the epidural analgesia is not effective in relieving pain then the benefits will never outweigh the risks  


2. The drugs delivered should be titrated to give pain relief both at rest, on movement and deep inspiration


3. Feedback from the patient is essential.  Therefore, scoring systems should be used to assess a patient’s pain levels


Respiratory Rate:

1. When respiratory rate is counted it should be the un-stimulated rate i.e. before the patient is aroused


2. In general, a rate of less than 8 per minute is considered to indicate respiratory depression, although this is a less reliable indicator than sedation


Assessment of respiratory depression


1. Respiratory depression is a relatively uncommon (although much feared) complication of opioid administration


2. Traditionally, respiratory rate has been used as an indicator of clinical respiratory depression, but a decrease in respiratory rate is now recognised to be a late and unreliable sign


Sedation Score:


1. A much more reliable and early indicator of respiratory depression is the patient’s level of sedation.


2. The scoring system on the observation charts should therefore be used to assess a patient’s sedation


3. The rate of the epidural infusion is adjusted to ensure the sedation score is no more than 2, as per sedation scoring system


Ensure Naloxone is prescribed and given for reversal of over sedation or respiratory depression.

Blood pressure:


1. This can be low due to the sympathetic nerve block, which causes vasodilatation.  However, remember that the patient may be hypovolaemic


2. An increase in I.V. fluids may be required, discuss with on-call doctor


3. If the epidural infusion is stopped due to hypotension, increase the frequency of pain assessment.  The epidural should be recommenced as soon as the patient’s condition is stable to prevent inadequate analgesia


4. For severe hypotension consider Ephedrine 30mg made up to 10mls with Normal Saline 0.9%. Dose administered = 3mg per ml at regular intervals


Do not always assume hypotension is ‘normal’ with epidural analgesia and that it is therefore the only cause.


Fluid balance:


1. This must be closely monitored.  Sympathetic block, pre-existing dehydration and intra-operative fluid loss, may require large fluid volumes as replacement


2. Check for urinary retention if not catheterised – patient may be unaware of bladder distension 


Motor and sensory blockade


The level of both sensory block and motor block should be assessed on a regular basis especially the motor function as this will give you early clues to an increasing depth of block.


Dermatomal level of block:


The nurse caring for a patient with an epidural infusion should also be aware of the expected level of sensory block and be able to check if the height of the block is increasing or decreasing.


· For lower abdominal and orthopaedic surgery, the block would not normally be expected to go above T6 (xiphisternum)


· For upper abdominal and thoracic surgery a higher block is to be expected up to T4, but the anaesthetist may wish to specify individually what level is acceptable 
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To assess the sensory block use either ethyl-chloride spray or an ice cube in a swab.


· For a mid – low thoracic block or a lumbar block, ask the patient to close their eyes and starting at their feet, move quickly up towards their shoulder asking the patient to inform you when there is a change from a warm to a cold sensation. 


· For a high thoracic block, start at the fingertips and move towards the armpit and then down to the waist


· Record the assessment onto the observation chart


The sensory and motor block should be assessed


· On arrival back to the ward


· At least once a shift


· If there is pain


· 20 – 30 minutes post bolus dose or increase of infusion


N.B One sign of a high block to be aware of is Horner’s Syndrome


This is due to interrupted sympathetic innervation to the eye. This gives rise to the following signs:


· Droopy eyelid


· Constricted pupil


· Dilation lag of constricted pupil


· Redness and sweating around the eye area
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Myotomal level of block


The myotomal level of block is the degree of motor block the patient is experiencing due to the local anaesthetic anaesthetising the nerve roots supplying a group of muscles.


· Due to low concentration local anaesthetic solutions, there should be nil or minor motor block  


· A dense motor block is usually due to poor placement for the surgical incision, with the rate having to be increased to obtain analgesia


· It can also be an indication of a rising block


To monitor the motor function two scoring tools are used


· Bromage score to monitor for motor block of the lower limbs


· Essam score to monitor for motor block of upper limbs 


Bromage Score
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Essam Score


Thoracic epidural scoring scale for arm movement. This has been developed to enable easy and safe monitoring of thoracic epidurals. It should help avoid the risk of high cervical blockade, which may affect respiratory function.


3 = Unable to hand grip, flex wrist or elbow


2 = Unable to hand grip or flex wrist


1 = Unable to grip with hand


0 = Full hand grip and flexion of wrist and elbow


CAUTION


A stable patient who is developing a deepening motor block or rising sensory block without increasing the infusion rate or delivering a bolus dose may be due to catheter migration, or spinal haematoma


Other Side Effects:


Recording of nausea and vomiting, pruritis and light-headedness or dizziness, should also be completed.  Ensure anti-emetics are prescribed.  A small dose of naloxone (30 micrograms – 100micrograms) may help pruritis without affecting the analgesia.  


Complications post-epidural insertion


Post Dural Puncture Headache 


This is caused when the dura mater is punctured unintentionally during the siting of an epidural needle or catheter.  A hole or tear occurs in the dura and CSF leaks out into the epidural space.  This can in turn lead to a decrease in CSF pressure and tension on meningeal vessels and nerves resulting in a “dural puncture” headache.  The incidence of headache is less with smaller needles and in the older patient.1


Symptoms:


· Bifrontal and/or occipital headache – which is often worse when the patient is sitting up


· Possible nausea and vomiting, dizziness, tinnitus, depression and photophobia


· Severe cases may be associated with diplopia or other cranial nerve palsy from traction on the nerves


· Very rarely, intracranial bleeding has resulted


Initial treatment:


· Bed rest


· Hydration (oral or IV)


· Analgesia (simple or opioid)


· In some institutions caffeine has been used with success


Blood Patch:


If the initial treatment measures fail, a popular and very effecting method for dealing with dural puncture headaches involves performing a ‘blood patch’.


This entails placing an epidural needle above the original site and, in an aseptic manner, 10-20mls of the patient’s own blood is injected into the epidural space.  This rapidly forms a patch and effectively seals the hole through which the CSF was leaking, preventing any further leakage.  Patients often recover remarkable quickly once treatment commences and in 95% of cases relief from the headache is immediate.


Infection Control


Epidural abscesses


Although very rare (less than 1 in 150,000), can have serious consequences.  The early signs and symptoms of an epidural abscess can be indistinct.  The patient may complain of muscle weakness, increasing back pain/tenderness, or nerve root pain.  He/she may or may not be febrile.  A protocol should be in place, which should consider the following:


Early Detection


· Temperature recordings - whilst the epidural is in-situ, at least four-hourly

· Visual observation - where dressing type allows, observe epidural catheter site for signs of infection.  Do not disturb dressings unless there is a reason to suspect a problem e.g. raised temperature or pain at the site.  Inflammation at the insertion site does not necessarily correlate with epidural space infection


· Inspection of the catheter site should continue for 48 hours post removal of the catheter


· Patient observation - ask the patient if they have any back pain or tenderness, or any motor or sensory changes


Prevention


· In-line filter


Use an in-line filter so as to disturb the closed system as little as possible.


· Aseptic technique


When changing the infusion bag and/or the administration line, use a strict aseptic technique


· Accidental disconnection


If the catheter is accidentally disconnected from the bacterial filter local policy advises immediate removal of the epidural catheter and either reinsertion of a new epidural or commencement of adequate alternative analgesia


· Following discharge


The development of signs and symptoms of an epidural abscess may be delayed, even until well after a patient has been discharged from hospital.  Patients must be made aware that signs of loss of bladder or bowel control, or increasing leg weakness should be reported to their GP or hospital immediately if any problems are noted


Confirmation of epidural space infection


· Culture and Sensitivity (C&S) examination


If local sepsis or septicaemia is suspected:


1. Send sample of fluid drawn back from line through filter


2. Swab site and send for bacterial growth

3. The epidural should be removed after discussion with the consultant anaesthetist in charge of the patient, send catheter tip for bacterial growth

Alternative analgesia such as Patient Controlled Analgesia [PCA] should be commenced if NBM, and the catheter tip sent for C&S examination. 


However, catheter tips are not routinely sent to path-lab, unless infection is suspected.


· MRI Scan/Tests


Blood tests and antibiotic therapy may be required.  An MRI scan is first choice to confirm the presence of an epidural abscess.


· Development of neurological changes


Due to nerve root or spinal compression this indicates the need for urgent surgical treatment.  Surgical decompression within 8 - 12 hours gives the best chance for full recovery.


Removing an epidural catheter


· Following S/C low dose unfractioned heparin –  you have to wait 4 hours for  catheter insertion or removal


· Following S/C low molecular weight heparin (LMWH)  – You have to wait 12 hours for catheter insertion or removal


· Once inserted or removed the next dose of LMWH may be given after 2  hours


· Wait 4 hours after stopping intravenous heparin infusion


· INR <1.5 in patients on oral anti-coagulation (e.g. warfarin)


In line with the above timing guide, the anaesthetist will make the final decision regarding the time of removal of epidural catheters in individual patients.


Reassure the patient


Explain fully to the patient what to expect during the procedure and reassure them that it should not be painful.


Be prepared


Prepare all the necessary items including: dressing pack, transparent occlusive dressing, sodium chloride 0.9% sachet, (sterile scissors and a specimen pot if the catheter tip is to be sent to the laboratory).


Position the patient


As for siting the catheter, position the patient either on their side with spine flexed, or if upright then bent forward.  An assistant should be available to support the patient and to remove the dressing and adhesive tape.


Prepare a sterile field


In limited space, this may be difficult but the basic principles should be applied.


Gently apply traction to the catheter


After some initial resistance, the catheter should start to slide out. If it does not do so easily, reposition the patient (either left lateral rolled up into a ball, or sitting curled over) and try again.  Do not apply excessive force – the catheter should not be made to stretch.  If unsuccessful, re-dress the site and contact the Pain Control Nurse or the Anaesthetist on call.


Re-dress the site


Once the catheter is removed, and only if absolutely necessary, the site may be aseptically cleaned.  Once it is dry, cover with the transparent occlusive dressing.


Keep the catheter site clean and dry


Check for signs of infection at the site:  redness, swelling, bleeding or pus after the catheter removal. Leave the dressing in place for at least 24 hours following catheter removal.


Ongoing analgesia


Always ensure that alternative analgesia has been prescribed before the epidural is discontinued.


Reference:


· Macintyre P.M. & Ready L.B. (2001) Acute Pain Management. Practical Guide (2nd ed.) W.B. Saunders: London


Self-Assessment:

1. If a patient is receiving local anaesthetic/opioid epidural analgesia, what other analgesia 


A. Can you give? _________________________________________________________


B. Cannot give? __________________________________________________________


2. With an epidural infusion in progress, what action would you take in the event of:


A. Hypotension? _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


B. Respiratory depression, with respiratory rate of less than 8 and sedation score of 2-3?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


C. Sedation score of 3 and respiratory rate of 12?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


D. Nausea & Vomiting?


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


E. Pruritus?


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


F. Dense Motor Block?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


G. Pyrexia of 38c or above for more than two consecutive readings?


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


__________________________________________________________________________________________________________________________________________


3. Do you know of any other side effects related to epidural analgesia, please list?


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


4. What agent reverses respiratory depression and/or sedation?


________________________________________________________________________________________________________________________________________________________


5. When, how and at what dosage and frequency would you administer this drug?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


6. What observations would you then record and how frequently?


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


7. Fill in the verbal descriptions for the numeric pain scores below.


		0

		



		1

		



		2

		



		3

		





8. Fill in the verbal descriptions for the numeric sedation scores below.


		0

		



		1

		



		2

		



		3

		





9. What observations are carried out in the immediate post-operative period and continued whilst the epidural infusion is in progress?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


10. How often should the above observations be performed?


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


11.  After the first 24hrs following epidural insertion, at night (2200-0600 hrs) what routine observations should be completed? 


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


12.  What is the name of the drug that can be given for severe hypotension? 


_______________________________________________________________________________________________________________________________________________________________________________________________________________


13. On receiving the patient from recovery what checks do you carry out before accepting responsibility for the patient?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


14.  What observation should be carried out at the Epidural site?


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


15.  How often should this be done?


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


16.  What level of mobility would you expect from a patient with epidural analgesia after the first 24 hours post-op?


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________


17.  What adverse signs and symptoms would you report to the medical officer? 


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


18.  What action would you take if the patient was unable to move his/her legs?


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


19.  How do you check for the presence of upper and lower motor blockade?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


20.  How do you check the level of sensory block?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


21.  At what level of sensory block would you take action and why?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


22. What are the signs of Horner’s syndrome?


_______________________________________________________________________________________________________________________________________________________________________________________________________________


23.  If a patient is in pain and vital signs are stable, what action would you take?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


24.  What frequency and type of observations would you perform following the administration of a bolus/top-up dose of the local anaesthetic solution? 


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


25.  What would you do if the bacterial filter became disconnected from the epidural catheter?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


26. What is the maximum time an epidural catheter can remain in situ? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


27.  What checks would you make prior to removal of an Epidural catheter?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


28.  Give a brief description of how to remove an Epidural catheter.


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


29.  On removal of the catheter what observation do you make of


B. Catheter_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


C. Site_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


30.  In what instances would you be required to take further action?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


31.  What observations need to be continued after the removal of the epidural catheter?


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


32.  How long should an IV cannula be left in-situ following the discontinuation of epidural analgesia?


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Objectives

e Understand what a PCA is

e Able to assess patients suitability for
PCA

e Understand the PCA programme

e Understand the side effects of Opicids

e Trouble shooting problems

History
[ TR R R e 2

e Self administered analgesia was developed 30 years
ago in the early 198C’s

e Inresponse to research in the 1960's (roe 19€3) it
was demonstrated that giving smailer doses of IV
opioids providecd more effective pain relief than the
conventional route of IM opioid at 2 iower dose of the
drug

e First PCA used in Carciff (Cardiff Palliater)

e Then taken up by the company Graseby

Historical Devices

Basic Principle of PCA
L) o A A VR R

e Feedback loop, patient experiences pain
- Demand button is pressed
- Small dose of opioid is reieased from the PCA

Pain is either reduced or stays the same
« If adequate, the patient makes no further demands
« If dose is inadequate the a repeat demand is made

- Alcck cut system prevents the patient accessing
the device excessively

Who Can Use PCA

e Patients who require postoperative opioids

o Management of severe pain in patients who
are unable to tolerate oral medication

@ Patients who require frequent IM or IV
injections of opioids

e Adult or child who have the cognitive and
physical ability to use the devise






Inappropriate Candidates

e Patients who are physically incapable of using the demand
button
- Injuries to hands
- Rheumatoid arthritis
- Cerebral palsy
- Neuromuscular degenerative disorders {mulliple sclerosis)
« Patients with impaired consciousness are completely
inappropriate
« Patients who have difficulty in understanding the concepl of
PCA (child or adult)
- Dementia. Confusion
- Cognitive development of child. occurs al age of 8 in most
children, but children as young as 5 have used PCA successiully

Things to reinforce with the patients
about the PCA

The PCA puts you in centre! of your pain retief

« The PCA butior is not the nurse call back button
e When the bution is pressed it will deliver 2 small
dose of the medication, then there is 2 time delay
when it will deliver no more (lockout)

Do not press the button if you have no pain

e If you fee! pain starting press the button before it
gets out of control

Do not fet family or friends press the button

PCA will not help with: -
1557 o R s L I s e SRR

« |V Cannula pain

e Shoulder tip pain

e Muscular aches and pains

e Smooth muscle spasm e.g. Blacder spasm,
abdominal cramps / wind pain

e Throat irritation i.e. NG tube, intubation tube

e CHRONIC PAIN which is opioid insensitive

Worries of addiction and safety

s If PCA is used for the management of pain then you
are not geing to have a problem with addiction

s PCA is also used under supervision for patients who
are opioid addicis

« If you take toc much cf the opicid, you wiil become

sleepy
- This side effect is used as a safety fealure - if you are sleepy they
you will stop pressing the demand button for more of the opioid,
until you become more awake

Monitoring of the Patient on a PCA
[ e g gt e Vo St it o B EU T

- The nursing staff need to keep a regular check
upon patients with PCA:
= You will need to ask if your pain is controlled
« You will need to assess any side effects and commence
treatment to alleviate them

o Encourage your patients to discuss any wosries
regarding the side effects of the PCA with you

Advantages of PCA
] i R e i e R LR s i

e Allows the patient greater control over the
administration of their pain killers
s They are not so dependant upon the nursing steff
e PCA avoids peaks and troughs of analgesia
e They can reduce the incidence of complications
associated with pain
- Problems such as
» Chest infection
> DVTIPE
» Non compliance with physiotherapy






Disadvantages of PCA
b R e D e T R )

e Gives a feeling of discrientation
- can mezke the elderly frightened and confused

e Can cause distressing hallucinalions in scme
patients

e Palients can see less of the nursing staff

Management of Patients With PCA
Lo D L et i ok
o All staff have to have attended
training and been assessed as
competent before caring for
patients with PCA. Until this
occurs they assist in the care

Management of Patients With PCA
R A R X LA T

e Who is responsible for prescribing a PCA?
— The Anaesthetist
- Non medical prescribing APS Nurse

® Who is responsible for setting up a PCA?
- The Anaesthetist
- Recovery Staff
- Acute Pain Nurse

Management of Patients With PCA

- Who s responsible for changing syringes?
« Ward nurses, acute pain nurses, nurse practitioners,
anaesthetists on call
- Who is responsible for monitering the patient?
« Registered nurses
- Medical Electronics Department
s Provide support and advice on all PCA infusion pumps
e 12 monthly service checks
« Repair malfunctioning pumps

PCA Settings
R L N B B LTNEE A% T

- It is the registered nurses
responsibility to check the pump is
running as programmed against the
prescripticn chart and documented
on the pain management and
observation chart according to the
guidelines

PCA Concentration

e This is the total dose and the concentration
mix

e There are 2 opioids to choose from in ABMU
HB

e Morphine 2mg/ml is the most commonly
used

e Fentanyl 50mcg/ml is also used






PCA Loading Dose
[ PR M 3 Ot v ek s e el

« This facility is never used as a single dose of
morphine can never effectively produce
maximum pain relief with minimum side
effects to the patient. For this reason the
programmable loading facility is often
ineffective and is never used in practice.

- The most efficient way is to individually fitrate the
patients pain to the level of opioid required in
order to achieve comfori.

PCA Bolus Dose
B T e . L A o BT

e The bolus dose is the amount of drug
administered via the PCA devise when the
demand butten is pressed

- Optimal PCA bolus dose will previde consistent
satisfacicry analgesia without excessive or
dangerous sice effects

PCA Lockout

« The lockout interval is the time between the end of
the PCA bolus dose accessed by the patient and the
time interval programmed into the machine before
the next bolus dose can be accessed despite
repeated demands by the patient
This allows the patient to appreciate the effectof the
administered by the machine. before they can
access ancther dose

- The lockout interval is usually set between 5 and 10

minutes

It is an inbuilt safety factor to minimise the risk of

overdose and side effects from the drug

L]

PCA Background infusion
R A NE TR TR S T RS Ry

e Background infusions are never used on the
wards

¢ They have been found not to be effective at
managing patients pain, but they do
decrease safety (Owen el all 1989, Schug
1993)

& It is not possible to programme the General
PCA pumps with a background infusion

Effects of Opioids on the Patient
Lo e SRR S F1)E L SSAT SR Vi

_ Al opioids exert their effect on receptors found in the brain
and spinal cord. They have the desired anaigesic effects,
where by they block transmissions to the brain

- But can also cause unwanted side effects such as:
» Reduced respiratory rate (respiratory depression)
o Sleepiness (sedation)
« Nausea / vomiting
« Confusion and hallucinations
« ltching (pruritis)
« Constipation
o Urinary retention

Respiratory Depression
AR RIS R S R S0 WPy S SR

e All opioids cause respiratory depression if
given in sufficient quantities not required o
control pain. Itis dose dependant
- Opioids reduce the sensitivity of the respiratory
centre in the medullz oblongata to react to carbon
dioxide which stimulates respiration

- Instead the body reacts to the less stimulating
properties of oxygen levels o stimulate
respiration






Sedation

- This leads to an accumulation of carbon dicxide
lfevels
- Carbon dioxice is e sedative which leads
ultimately to increasing sedaticn levels
e This mesns that a a fall in respiratory rate is
a late sign of respiratory depressicn
@ Whilst increasing sedation is an earlier
indicaticn and should be acted upon

Other Respiratory Indicators

# Shallew breathing

e Reduced coughing

« Apnoea and sputum retention

# Airway obstruction in patients with airway disezse

@ Alnighithere is evidence PCA can cause hypoxia
and sleep apnoea - oxygen should always be
administered at night 4 regular observations

Observations
e The only way to stop respiratory depression
happening is vigilant observations of your patient
- Report any decrease of respiratory rate below 10 per
minute andlor increasing sedation levels

- Your patient shouid be pain free with z respiratory rate
above 10 and a sedation score between 0 -1

- If asleep and your patient does not stir, shake gently to
ascertain level of sedation with the PCA, especially if
respiratory rate 10 or below

Treatment

# Naloxone 100mcg doses
= Narcan (Naloxone) 400meg in 1ml
e [Mix 1 ampoule with 4ml of 0.9% normal saline and
admininster 1ml = 100mcg every 3 — 5 minutes
- Narcanis a pure antagonist and it reverses the
affinity of the receptor to opioids. It has a very
short half life and it is quickly metabclised
therefore, its duration of action is both rapid and
short lived. Continue giving smal! doses, until all
morphine has been unbound from its receptors

Action to Take in Respiratory
Depression

e Respiratory rate <10

- If Patient is asleep wake to assess sedalion /AVPU

score

- Remove handset from patient

- Administer oxygen at 4 litres per minute
Monitor respiration rate ¥ hourly until >12 per minute
- Assess for medical deterioration in condition ie chest
infection
Coniact medical team/ acute pain team if problem
persists
- Document in medical notes

Action to Take in Respiratory
Depression

« Respiratory rate <8 and/ or Sedation score of P or U
- Seek urgeni medical advice- Contact on-call anaesthetist and/or
the acute pain nurse/ medical leam immediately
- Stop PCA by removing the PCA out of patient’s reach
- Stimulate the patient
Adminisler oxygen al 15 lifres per minute
Administer NALOXONE as per instructions on PCA prescription
Monitor respiration rate ¥ hourly until >12 per minute
If in respiratory arrest summon help and commence ALS
- Contact Acute Pain Team when able, to inform them of the
incident and for patient review
Document in medical notes

'

'






Nausea and / or Vomiting

« Do not abandon the PCA as pain is a pewerful
sickness trigger, as well as opioics
Follow the PONV guidelines on the PCA chart
¢ Firstiine
- IV Cyclizine 25-50mg IV/IM
e Second line
- Prochloperazine 12.5mg I
- Buccastem 3mg
Third iine
- 5HT3 antagonist 1V (eg Ondansetron)
« If nausea persisis consider switching opioid

Nausea and / or Vomiting
A T R TR SR |

e Give anti-emetic on a regular basis if patient
has persistent nausea

« Give anti-emetic on a regular basis if patient
is actively vomiting

« If no relief from nausea/ vomiting despite
regular anti-emetic contact medical team/
acute pain team for review

Confusion and Hallucinations

L NI TR TV, 53 AL TR ST

¢ In therapeutic doses opioids are rarely a
cause of confusion (Sherwood 1986)

e They can however, be a secondary effects
from hypoxia, respiratory depression,
hyperpyrexia, sepsis and sleep deprivation or
ITU psychosis

¢ Hallucinations can happen to any patient
changing to another opioid can reduce or
stop them

Pruritis

E AT T RS R T T P AR
» Pruritis or itching is an effect of opioids
« They cause the release of histamine form mast cells
e Itis also thought to be caused by rostral spread of
the opioid in the CSF
» Most evident around eyes and nose

@« Give Chiorpheneramine 4mg (Piriton) or Naloxone
50mcg IV this will cure or alleviate the itch

Constipation

R R R TG T Y

e All opioids cause constipation, be vigilent for
early signs

e If PCA in use for longer than 48 hours
regular aperients may be required

e Exacerbated by lack of fluids, bed rest,
reduced food consumption, paralytic ileus
following abdominal surgery

Urinary Retention
TR SR AT T B R L,

Morphine effects the smooth muscle of the bladder
by:

e Increasing detrusor muscle tone (causing a
sensation of urinary urgency)

Increases sphincter tone (makes voiding difficuli)
Rare effect, removing the PCA usually stops the
problem

e May require intermittent catheterisation to resclve
the problem

L






Balanced Analgesia

» Regular Paracetamol 1g 6 hourly IV at first and once
able to take orals change to oral administration { if
under 50Kg reduce the dose)

e If not contraindicated NSAID i.e. Ibuprefer 200 -
400mg 8 houriy

e Baoth are opioid sparing and can helps to redice
amocunt of PCA opicid required

& Itis very important to administer these znalgesics
with the PCA and are often omittec by nursing staff

Unrelieved Pain

& With Pain Score of 3 (severe)

_ Assess location of pain for other pathology i.e. compartment
syndrome, DVTPE
Check the infusion system is functioning and the IV access is
patent
Check syringe is not empty
.. Check PCA demand butlon is allached 1o the pump
Dose he patient understand how to use the demand bution?
Has balanced analgesia been prescribed and given
Conlact the acute pain leam or on-call anaesthetist ol of hours]
as a clinician bolus may be required to control the pain

Inadequate Pain Control

« Pain Score 1-2 {mild to mocerate}
- Al of the previous slide for unrelieved pain
_ Review PCA history. Is there a disproportionate good to bad
demand ration?
« Discuss reasons with the patient, do they understand how and
when to use the PCA handset
o Provide verbal Information on how to use the PCA machine
_ Contact the Acute pain team for review and further
assessment and management

Discontinuing PCA
T e .

& The length of time that patients require PCA
after surgery is variable and will differ
between patients and the type of surgery
performed

@ If the patient is on the PCA for longer than 4
days the giving set will need to be changed

Discontinuing PCA
T SR B L S

« Before deciding the following points need to be
considered

- The Patients level of pain

~ Amount of the drug used in previous 12 hours
« If this is large, usage may need to continue

- The patients wishes
o Allowing the patient further autonomy in deciding if

device is still required or not

« Problems with handling the device or understanding
s Ability to absorb analgesia orally

For efective appropriate use of PCA
the following should be considered
continued

0 nat i s RN e T SRR

Ability to sefect appropriate patients

Designatec and approprialely trained staff

Designated wards where they are familiar with the

principles of PCA and the pump used

e Sizndardised prescriptions

« Prefilled syringes / bags with clear labelling,

« Designated administration sets with antisyphon, anti
reflux valves incorporaied into the design






For effective appropriate use of PCA
the following should be considered
continued Summary

- Tamperoroof system with the drug securely e In conclusion PCA has been shown to

locked in the device improve pain relief and reduce complications
- Patient ecucation / information ' e l¢ a safe and effective way of administering
- Education of staffin all aspects of PCA and pain relief as long as it is underpinned with

fepaaniioranc ieatment ofside eflacls education and information for both staff and
- Trouble shooting guidelines, including what {c do patients

and who to contact

Huditforquslibscorits) ® |s more effective than as required IM, as

patient has control over their own pain killers
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Section 1 — Introduction to the Education Pack

1.1 — Introduction

Patient Controlled Analgesia [PCA] for Pain Management post caesarean
section under general anaesthetic and Remifentanil PCA information book

NOTE: Staff accessing the PCA training must be competent to administer IV
drugs and infusions.

The pack is designed to allow you to study at your own pace. As you work through
the pack you will see that each section covers a specific aspect of PCA care.
However each section is an integral part of the care for a patient receiving a PCA.

Train the trainer nurses who have achieved competency in PCA Management, and
the Acute Pain Service, can be asked for assistance if you require it. A reading list
and further resources are also included in the information book.

Once you have attended the Pain Management Study Day or equivalent education
package has been completed, which has a focus on the clinical management and
competencies related to PCA analgesia you will be expected to work through the
work book.

The Core competencies are:

e The management of a patient receiving patient controlled analgesia (PCA)
e Competent use of the PCAM P5000 device
e The management of a person receiving opioids

Please complete the self assessment questions at the end of each section of the
work book.

Once the packs are completed you will also be required to undergo a competency
assessment. This can be completed by yourself and your mentor. This is to confirm
that you have consolidated your background reading, training pack and pump training
and are now competent in the management of a patient receiving PCA analgesia.

The time frame will be agreed by your CPD lead/ mentor / trainer and completion of
the booklet is expected within 6 months of receiving it.

This information pack is designed to improve practice development and is the starting
point to becoming competent in the area of patients receiving PCA. It provides you as
the health care professional, with the opportunity to acquire the necessary theoretical
knowledge to manage patients receiving PCA in a safe effective manner.

Nurses caring for patients with a PCA should be aware that:-
e Additional education and assessment are necessary for all practice relating to

PCA
e They assume full responsibility for their own actions / omissions





e They should acknowledge limitations in knowledge and competence and
decline any duties or responsibilities in the management of a PCA device,
unless able to perform them in a safe and skilled manner.

e They must adhere to current policies and guidelines for practice

¢ Delegation of caring for patients with a PCA to other staff must be within their
level of competence and to a degree appropriate to their role

A PCA is an effective and specialised way of treating severe pain; the PCA
prescription is initiated by the anaesthetist for the management of pain post operative
pain and occasionally for patients who have severe pain but are unable to take oral
analgesia. It is important that patients have confidence in this type of analgesia and
feel able to discuss with you any fears or worries they may be experiencing. Patient
consent is required before the PCA is established; the anaesthetist will have
discussed the PCA with the patient pre-operatively.

1.2 — Objectives

After completing this unit of study you should be able to:

Discuss the pathophysiology of pain

Discuss the drugs of choice and their physiological effects

Identify risk management strategies with PCA

Define appropriate selection in relation to PCA

Demonstrate safe care and monitoring of the mother receiving PCA

Develop a working knowledge of troubleshooting in the management of PCA
Distinguish and describe when and how to discontinue PCA

1.3 Terminology

Pain — an unpleasant sensory and emotional experience associated with actual or
potential tissue damage, or described in terms of such damage ‘

Analge1sia — Absence of pain in response to stimulation which would normally be
painful

Acute Pain — Acts as a warning to the body, is normally short-lived and diminishes to
absence as healing progresses [examples include — hitting thumb with a hammer,
surgery and fractures]

Chronic Pain — is a continuous pain that has lasted for more than 3 months and can
also be defined as pain that lasts beyond the time healing should have occurred





1.4 — Reference List

1. International Association for the Study of Pain (2016) http://www.iasp-
pain.org/Education/Content.aspx?ltemNumber=1698 &&navitemNumber=576#
Pain [accessed on 11" November 2016]






Section 2 — Pain Management

2.1 — Definition of Pain

Pain acts as a warning system to the body and alerts us if something is wrong and
helps to prevent further damage to tissue. It is the most frequent reason patient
seeks medical help and not something easy to define .

According to International Association for the Study of Pain (2016)?, pain can be
defined as an ‘unpleasant sensory and emotional experience associated with actual
or potential tissue damage, or described in terms of such damage’. McCaffery *
proposed one definition of pain as ‘whatever the experiencing person says it is,
existing whenever the experiencing person says it does’. This definition is still quoted
by nurses today when they are asked to define pain. Both definitions highlight the
complexity of pain as each pain episode is unique to the individual and is always
accompanied by emotion and meanings *.

Pain is often categorised as acute or chronic, but it is a complex physical,
psychological and social phenomenon that is uniquely subjective. Pain traverses all
clinical settings and the age spectrum, yet is often poorly assessed and managed by
nurses. This results in short and long-term adverse consequences °. Article three of
the International Association for the Study of Pain (IASP) Declaration of Montreal ©
reports that ‘the right of all people with pain to have access to appropriate
assessment and treatment of the pain by adequately trained health care
professionals’. Treating patients who have severe and complex pain can be very
challenging.

Poorly managed acute pain may result in the development of chronic pain which is
known to have a strong association with anxiety, depression, quality of life and the
ability to sleep, communicate and work °.

2.2 — What is Pain?

Nociceptive Pain

When the body sustains an injury (to the hand for example), the peripheral
nociceptors at the site are activated. The signal is then sent along the peripheral
nerve, through the spinal cord and up the ascending pathway to the brain. The brain
then transmits a response signal down the descending pathway to the spinal cord to
activate analgesia.

Norciceptive pain is usually associated with injury and is the most common type of
pain; it is usually proportional to the injury and has a protective function. Patients
usually find it easy to describe this type of pain (See fig 1).

Pain which is of sudden onset, occurs in association with, and at the same time as
acute injury or iliness is referred to as acute pain. Poor or inadequately treated pain
can lead to chronic pain states. [Pain of Labour is discussed within the Epidural
Education Pack.]
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2.3 — Assessment of Pain

In order to effectively treat pain it first must be assessed and documented. Pain
assessment helps to determine appropriate analgesic intervention and in turn
improves the patients’ experience of pain "

Studies confirm clinical staff underestimate patient’s pain unless a formal validated
pain tool is used alongside a pain chart which is incorporated into the observation

chart °.

The most accurate pain assessment is the “self reported”, patient's own assessoment,
and has been shown to be an accurate, sensitive and consistent assessment '°.





Encourage the patient to discuss their pain with you or other health care
professionals. When undertaking a pain assessment consider the following:-

e P —The Pain - Aggravating or alleviating factors

e Q- Quality - Description of the pain [sharp or dull]

¢ R — Radiation - Location of the pain

e S — Severity - Score the pain using a valid tool [ e.g. VRS or 0-3 scale]
e T-Time- Duration of the pain

When using a pain assessment tool to record patient’s pain all members of the
healthcare team should be using the same scale. The table below shows’ an
example of the Verbal Rating Scale used within ABMU HB, however other tools are
available to use if the patient is unable to verbalise their pain (See Acute pain team
intranet page for more information). Pain should be assessed when the patient is
moving and at rest as this will give a better understanding of the patient’s pain. Pain
assessments should also be carried out as directed by guidelines e.g. PCA
observation guidelines require pain assessment to be done minimally every 4 hours
while a patient is on a PCA.

Score Description

No Pain

0

1 Mild Pain

2 Moderate Pain
3 Severe Pain

Patients who are experiencing pain may show physiological and behavioural signs;
these should be assessed and recorded where necessary.

Sympathetic response to  Parasympathetic response Behavioural

moderate and superficial to severe and deep pain response to pain
pain

Increased blood pressure, | Nausea and vomiting Move away from

pulse and respirations painful stimuli

Pupil dilation Fainting and unconsciousness | Grimacing,
moaning and
crying

Muscle tension and rigidity | Reduced blood pressure Restlessness

Pallor Rapid and irregular breathing | Protecting the
painful area and
refused to move

Increased Glucose
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2.5 — Section 2 Self-Assessment

1. What is the purpose of pain? [1]

2. True or False — Nociceptive pain is usually proportional to the severity of the
injury?  [1]

3. Who would most accurately assess pain? [1]

4, What physiological signs may be displayed when a patient is in pain?  [4]

5. When should we be assessing pain? [2]

10





Section 3 -The PCA

3.1 — History of PCA

Patient Controlled Analgesia (PCA) is a method of administrating small doses of
intravenous opioids via a dedicated infusion pump to a patient. This method allows
the patient to self administer pre-set small bolus doses of an opioid via a handset.
Any method of self administrating analgesia can be considered a PCA however
within a hospital setting it is widely associated with the use of a dedicated device for
a patient to administer of intravenous opioid medication '

Philip H Sechzer during the 1960’s developed a bed side machine which allowed
patients to self administer analgesia in order to control their pain 2. During the 1970’s
PCA’s were introduced into clinical practice in the UK and had an increasing
significance in the management of postoperative pain,> 5 with the “Cardiff Palliator
™ heing one of the first PCA devices to be commercially sold °.

The administration of analgesia through this method is generally associated with
post-operative pain management ’. Opioids via a PCA device can be used to treat
severe pain when a patient is unable to tolerate oral analgesia also. Pain from
fractured ribs and pancreatitis is occasional treated with a PCA device too.

Research findings during the 1980’s highlighted post-operative patients were under
analgised and received poor pain management which increased the use of PCA’s
further. Patient receiving smaller doses of as required analgesia to manage pain
maintained plasma concentrations of the drugs and also experienced reduced side
effects, reduced risk of overdosing, and decreased amounts of opioids use.

The use of PCA in pain management has been increasing since the 1970’s and is
well documented in both medical and nursing literature. In order to safely manage
patients with PCA devices, a stringent training and monitoring process for all staff
involved is needed >*°.

It is important that patients with a PCA are given adequate information on the
principles of patient controlled analgesia, timing of bolus administration and the
possible side-effects they may experience 89 Practitioners should also be mindful of
the fact that patients often need to have this information reinforced as, due to recent
anaesthesia and administration of analgesics, they may not remember hearing or
reading the instructions.

3.2 — Indications for PCA use

PCA can be used in the following groups of patients:-

Acute postoperative pain

Trauma

Post caesarean section delivery under general anaesthetic

Specific painful medical conditions e.g. sickle cell crisis, pancreatitis
Management of those patients unable to tolerate oral medication and
requiring frequent intramuscular injections [designated areas only]

11





3.3 — Inappropriate candidates

It may not always be appropriate for a patient to have a PCA, the following patient
groups may not be appropriate: -

e Patients who are physically incapable of using the device

¢ Patients who have difficulty in understanding the concept of PCA e.g.
cognitive impairment

o Patients who appear reluctant to use the device

Selection of the patient remains the responsibility of the Anaesthetist / Acute Pain
Service. However a multi-disciplinary patient centred approach is encouraged.

3.4 — Possible contraindications

Some patients may not be suitable for the PCA

e Head injury with history of loss of consciousness
e Patients with impaired manual dexterity or physical incapacity

3.5 — Patient consent for all PCA types

Patients should be fully informed regarding the use of PCA, the pain relief to be
expected and its possible side effects. Patients should be given an opportunity to
discuss this method of pain relief and its side effects before opting for it, and their

decision must be respected. Written information is available for the patient use prior

to initiating the PCA device — accessible from Acute Pain Service website.

3.6 — Advantages

The advantages of having a PCA are as follows 7:-

Self delivery of opioid analgesia

Faster alleviation of pain

Patient spends less time in pain

Patients can use less medication and therefore less side effects
The patient only uses what's needed

3.7 - Disadvantages

The disadvantages of having a PCA are as follows "%:-

o Risk of PCA being used when not needed e.g. to help sleep
e The risk of patients being under analgised because of under use
e The risk of patient over use

12
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3.9 — Section 3 Self-Assessment

6. What is a PCA? [1]

7. What patients are appropriate for a PCA? [2]
[Morphine or Fentanyl]

8. What are the advantages of a PCA? [2]

9. What are the disadvantages of a PCA? [1]

10.What are the possible contra indications for a PCA? [3]
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Section 4 — Pharmacology and Opioids

It is essential both nurses and midwives have a basic pharmacological knowledge of
the management of acute pain. This ensures appropriate, optimal and effective
analgesia is administered. NMC and health board guidelines regarding the
administration of medication must be adhered to at all times.

4.1 — Analgesia used to treat pain

A step approach is used to treat pain, using analgesic drugs from different steps of
the analgesic ladder in combination to effectively treat pain.

Step 3.
Severe pain Strong opioids (e.g. morphine},
with or without non-opioids

Step 2:
severe pain Mild om;'; (e.g. codeine), with or

Moderate to

Step 1:
Mild to Hon-opioids - aspirin, non
moderate pain ant:-mﬂammatorydmg (NSAIDs) or
paracetamol ;

4.1.1 — Paracetamol

Paracetamol is a mild analgesic, anti-pyretic and anti-inflammatory medication that
can be prescribed for patients with mild pain. It is an ideal baseline medication for all
pain-types. It may be given in conjunction with non-steroidal anti-inflammatory drugs
(NSAIDs) if not contraindicated. When given with medications on the other steps of
the analgesic ladder, it is an effective adjunct and in partlcular with opioid medication
when its use can reduce opioid requirements by 20 — 30% "

15





4.1.2 — Non-Steroidal Anti-inflammatory Drugs (NSAIDs)

NSAIDs have a spectrum of analgesic, anti-inflammatory and anti-pyretic effects and
are effective analgesics in a variety of acute pain states. They can be prescribed for

people with mild to moderate pain but may be limited in their application because of

adverse effects and contraindications ®.

4.1.3 — Weak opioids

Weak opioids can be prescribed for patients with moderate pain and may be given in
conjunction with paracetamol and NSAIDs.

4.1.4 — Strong opioids

Strong oral opioids are prescribed for patients with severe pain. If regular tramadol or
codeine is insufficient. Morphine remains the most widely used opioid for the
management of pain and the opioid against which other opioids are compared.

Opioid analgesics comprise substances derived from opium as well as synthetic
substances that act on opioid receptors in the body. The opioids used in PCA for post
operative pain relief (including post caesarean section) are Morphine or Fentanyl.
The opioid used for Labouring mums [Singleton Hospital only] is Remifentanil.

Opioids are generally full agonists at the opioid receptor but some are mixed agonist-

antagonist compounds. Morphine and Fentanyl are both full agonists.

The standard starting doses of morphine and fentanyl, for intravenous PCA, are
given below:

Morphine Fentanyl
Concentration 100mg in 50ml 2.5mg in 50ml

(2mg/ml) (50mcg/ml)
Standard Bolus 1mg 20mcg
Dose
Standard Lock out 5 minutes 5 minutes
time

4.2 — Opioid withdrawal

Patients who have been taking opioids for longer than two weeks should not stop
taking the drug abruptly because they will likely experience withdrawal symptoms,
due to physical dependence *. Opioids should be weaned slowly to avoid this
complication. When stopping a PCA there should always be an alternative for the
patient as a step down.

4.3 — Naloxone

Naloxone is the treatment of choice for opioid overdose, regardless of the type of
opioid and particularly in overdose associated with respiratory depression and

16





sedation. Naloxone is a pure competitive opioid antagonist. It works by blocking the

opioid receptors [mu, kappa, and sigmal in the brain, therefore inhibiting the effects
of opioids such as diamorphine, morphine, codeine, pethidine, fentanyl, etc.

Small doses of IV Naloxone will rapidly reverse respiratory depression. Sedation is
reversed and increase in respiratory rate may be seen within 1-2 minutes. Naloxone
is ineffective if given orally.

Sudden reversal of analgesia is not without risk: vomiting, emergence delirium and
cardiovascular stimulation have been reported in patients after surgery, whilst serious
side-effects such as dysrhythmias and pulmonary oedema are rare ° These
unwanted effects may result from a sudden outpouring of catecholamine’s, such as
adrenaline, when analgesia is rapidly reversed. Therefore, Naloxone is always
administered in small incremental doses, as larger doses may reverse analgesia
100mcg -200mcg will normally reverse respiratory depression without reversing
analgesia in adults °.
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4.5 - Section 3

Self-Assessment (there may be more than one correct answer)

11. What two analgesic medications would be considered base line analgesia? [2]

12.Which step of the Analgesic Ladder is Morphine on? [1]

13. What 2 drugs can be used in a PCA? [3]
)
i)

14. Which two analgesic medications can be given with a PCA? [2]

15.What drug reverses the effects of opioid analgesics? [1]
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Section 5 — Monitoring and Prescription

5.1 — Morphine/ Fentanyl PCA Prescription Chart

(PrieAl Cralioned Aumesi HIFFLENENTAAE 4DanmITALow AFCOAS

5.2 — Monitoring the Morphine / Fentanyl PCA

Observation is a continuous process; however the frequency and timing of the
observations will always depend on the patient's condition. If stable the following
pathway is recommended as a minimum:

The patient's respiratory rate

AVPU score

Blood pressure

Pulse

Pain score to move

Nausea scores

Oxygen saturation levels where appropriate should be recorded according to
the guidelines

Pain should be monitored and recorded at rest; on movement +/- deep breathing and
the highest score recorded.

Two qualified staff must verify the PCA infusion device programme, drug and
prescription as follows and documented on the supplementary chart:

Commencement of the PCA

Every shift change

After subsequent syringe changes

After any alteration to the pump programme

20





e Following transfer of the patient from one area to another

The PCA infusion site should be checked for inflammation, tenderness, leaking and
swelling at least once a shift.

The patency of the intravenous access should be ensured whilst the PCA is in use.
Intravenous access should be available for at least 6 hours following the
discontinuation of the PCA device

5.2.1 — Minimal Requirements

The minimum recommended observation for a Morphine and Fentanyl PCA are as
follows: -

Every 15 minutes for the first hour after commencement of PCA

Hourly for the next 4-hours

2-4 hourly observations thereafter

Patient temperature should be taken and recorded at least 4-hourly whilst the
PCA is in situ

e PCA infusion device readings should be recorded along with clinical
observations and pain assessment

Unless there is cause for concern, after the first 24 hours following PCA
commencement, the patient's normal sleep pattern (e.g. 2200 — 0600hrs) should be
disrupted as little as possible:

o Routine manual pulse, respiratory rate and sedation scores, along with
infusion recordings should however continue.
o If the respiratory rate is 10 or less, wake the patient to assess sedation score

If there is any cause for concern observation should be performed more frequently.
For example if respiration rate fall below 10 observations should be repeated every
15 minutes until the respirations are above 12.

N.B. — if there is a cause for concern consider consulting the medical team/
anaesthetist or Outreach team.
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5.3 — Reference List

1. ABMU HB PCA Chart
2. AMBU HB PCA Guidelines
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5.4 — Section 5

Self-Assessment

16. How many registered staff are needed to verify a PCA infusion device
programme?[1]

17.List the times the pump programme and prescription verification needs to take
place? [5]

18.List the recommended minimal observation times for a Morphine and Fentanyl
PCA when first started — [3]

19. What observations should be recorded when a patient is on a PCA? [7]

20. If there is cause for concern what precautions should you take? [2]
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Section 6 — Side Effects and Troubleshooting

6.1 — Adverse Effects of Opioids

Opioids, whether by oral or any other route, are associated with side-effects:

6.1.1 — Respiratory depression

It is important to monitor respiratory rate in patients receiving opioids. The incidence
of respiratory depression is 1.2% to 11.5% (using decreased respiratory rate and
oxygen desaturation, respectively, as indicators). However, respiratory depression is
almost always preceded by sedation, therefore, the best early clinical indicator is
increasing sedation "2,

6.1.2 — Nausea & vomiting

Nausea and vomiting are common adverse effects of opioids and strongly related to

the dose administered 2 > *. The incidence of nausea and vomiting, with intravenous

PCA morphine, has been found to be 57% and 38%, respectively " °.

All patients receiving opioids should be prescribed an anti-emetic, to be administered
as required (PRN).

Patients, who have three or more of the following risk factors, should have an anti-
emetic prescribed regularly during the post-operative period 4

Female

Previous history of post-operative nausea and vomiting or motion sickness
Having opioids post operatively

Non-smoker

History of travel sickness

Major abdominal surgery

Emergency surgery

6.1.3 — Pruritis

Itching is a common side-effect of opioids ® Patients using PCA may require
naloxone 50 micrograms (see PCA chart on how to administer) to reverse itching as
a 1% line option. An antihistamine, such as chlorphenamine (Piriton), should be the
2" choice when treating this symptom as it is likely to cause more sedation. 5-HT3
receptor antagonists, such as ondansetron, may also be useful as a second line of
treatment; however these drugs can be constipating. If pruritis persists, despite
treatment, consider opioid switching.

6.1.4 — Hallucinations and nightmares

Delirium and changes in cognitive function have been observed in patients receiving
opioids, particularly in older people ’_ These symptoms can be very distressing and if
the patient is experiencing them, contact the Acute Pain Service or on-call
anaesthetist to consider switching opioids. There is Level Il evidence that the rates of
delirium and cognitive impairment were lower for patients given oxycodone or
fentanyl than for those receiving morphine &

24





6.1.5 — Constipation

All opioids cause constipation. In an audit conducted by the pain service, 25%
patients were constipated when receiving step-2 medications . All patients should be
prescribed laxatives PRN. Laxatives should be prescribed regularly, if constipation
becomes a problem.

6.1.6 — Unrelieved Pain

If pain is not controlled then:

6.2—

Check that the PCA pump is functioning and the start button has been
pressed

Check that the PCA pump is attached to the patient

Check that the clamp is not on (see troubleshooting for how to deal with this)
Check that the venflon is patent

Check that the morphine or fentanyl syringe has not run out.

Check that the patient is using the PCA pump

Educate the patient on to how to use the PCA pump, particularly for incident
pain or pain on movement

Call the pain team, once the above has been checked, as the bolus dose may
need to be increased

Troubleshooting the Morphine or Fentanyl PCA

6.2.1 — ALARM

Each of the following would be considered an alarm situation;

a) Respiratory rate <8 and / or AVPU score P or )

o Seek urgent medical advice - Contact on-call anaesthetist and /or the

acute pain nurse / medical team immediately

Stop PCA by removing the PCA handset out of patient’s reach

Stimulate the patient

Administer oxygen at 15 litres per minute

Administer NALOXONE as per instructions on PCA supplementary

chart

Monitor respiratory rate % hourly until >12 per minute

e If in respiratory arrest summon help and commence ALS

e Contact Acute Pain Team when able, to inform them of the incident and
for review of patient

e Document all your actions

b) Unrelieved Pain with a pain score of 3 (severe)

o Assess location of pain for other pathology i.e. compartment syndrome,
DVT / PE
e Check the infusion system is functioning and the IV access is patent
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Check syringe is not empty

Check PCA demand button is attached to pump

Does the patient understand how to use the demand button?

Has balanced analgesia been prescribed and given i.e. Paracetamol /
NSAIDs?

e Contact acute pain team or on-call anaesthetist [out of hours] as a
clinician bolus may be required to control pain

6.2.2 - Urgent

a) Respiratory rate <10

If patient asleep wake to assess AVPU score

Remove the PCA handset from the patient

Administer oxygen at 4 litres per minute

Monitor respiratory rate % hourly until >12 per minute

Assess for medical deterioration in condition i.e. chest infection etc.
Contact medical team / acute pain team if problem persists

b) Inadequate pain control. Pain score 1 — 2 (mild to moderate)

¢ All of the above for unrelieved pain
» Review PCA history. Is there a disproportionate good to bad demand
ratio?
i. Discuss reasons with the patient, do they understand how and
when to use the PCA handset
ii. Provide verbal and / or written patient information on how to use
the PCA machine
e Contact Acute Pain Team for review and assessment of further
management

6.2.3 — Act and Report on

a) Any sudden changes in patient’s condition related to the PCA
b) Post Operative Nausea and Vomiting (PONV)
e Give anti-emetic on a regular basis if patient has persistent nausea
e Give anti-emetic on a regular basis if patient actively vomiting
¢ If no relief from nausea / vomiting despite giving regular anti-emetics
contact medical team / acute pain team for review
c) ltching - If problematic consider IV naloxone 50micrograms PRN or
chlorphenamine 4mg PRN. If no improvement seek advice from the Acute
Pain Team - changing the opioid may rectify the problem
d) Hallucinations — If problematic seek advice from the Acute Pain Team -
changing the opioid may rectify the problem

6.3 — Reference List
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6.4 — Section 6
Self-Assessment

21. What is considered an early indicator for respiratory depression? [1]

22.List the side effects associated with opioid administration? [6]

23.What action would you take if your patient complained of or showed signs of the
following:-

Nausea [2]

Pruritis [2]

Hallucinations [1]

Constipation [1]

Unrelieved Pain [6]

Respiratory Depression [9]

24. What is considered an alarm situation for a patient with:-
A) Morphine/ Fentanyl PCA? [2]

25.When would you need to consider calling the anaesthetist for a patient with a
PCA according to the prescription chart? [4]
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26.How much Naloxone would you administer if the patients respirations were <8
and when would you repeat the dose? [2]

27. What are the Standard Protocol doses for each of the PCA protocols? [2]
Morphine
Fentanyl

28.What are the other causes of nausea? [7]
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Guidelines

Immediate post-anaesthesia recovery 2013

Association of Anaesthetists of Great Britain and
Ireland

Membership of the Working Party: D. K. Whitaker (Chair),
H. Booth,” P. Clyburn, W. Harrop-Griffiths, H. Hosie,'
B. Kilvington,3 M. MacMahon, P. Smedley2 and R. Verma*

1 Scottish Multiprofessional Anaesthetic Assistants Development Group
2 British Anaesthetic and Recovery Nurses Association

3 College of Operating Department Practitioners

4 Royal College of Anaesthetists

Summary

1 After general, epidural or spinal anaesthesia, all patients should be
recovered in a specially designated area (henceforth ‘post-anaesthesia
care unit’, PACU) that complies with the standards and recommen-
dations described in this document.

2 The anaesthetist must formally hand over the care of a patient to
an appropriately trained and registered PACU practitioner.

3 Agreed, written criteria for discharge of patients from the PACU to
the ward should be in place in all units.

4 An effective emergency call system must be in place in every PACU
and tested regularly.

Re-use of this article is permitted in accordance with the Creative Commons Deed,
Attribution 2.5, which does not permit commercial exploitation.
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5 No fewer than two staff (of whom at least one must be a registered
practitioner) should be present when there is a patient in a PACU
who does not fulfil the criteria for discharge to the ward.

6 All registered practitioners should be appropriately trained in accor-
dance with the standards and competencies detailed in the UK
National Core Competencies for Post Anaesthesia Care.

7 All patients must be observed on a one-to-one basis by an anaesthe-
tist or registered PACU practitioner until they have regained control
of their airway, have stable cardiovascular and respiratory systems
and are awake and able to communicate.

8 All patients with tracheal tubes in place in a PACU should be mon-
itored with continuous capnography. The removal of tracheal tubes
is the responsibility of the anaesthetist.

9 There should be a specially designated area for the recovery of chil-
dren that is appropriately equipped and staffed.

10 All standards and recommendations described in this document
should be applied to all areas in which patients recover after anaes-
thesia, to include those anaesthetics given for obstetric, cardiology,
imaging and dental procedures, and in psychiatric units and com-
munity hospitals. Only registered PACU practitioners who are
familiar with these areas should be allocated to recover patients in
them as and when required.

11 Patients’ dignity and privacy should be respected at all times but
patients’ safety must always be the primary concern.

12 When critically ill patients are managed in a PACU because of bed
shortages, the primary responsibility for the patient lies with the
hospital’s critical care team. The standard of nursing and medical
care should be equal to that in the hospital’s critical care units.

13 Audit and critical incident reporting systems should be in place in
all PACUs.

This is a consensus document produced by expert members of a Working
Party established by the Association of Anaesthetists of Great Britain and
Ireland (AAGBI). It has been seen and approved by the AAGBI Council.

Accepted: 7 December 2012
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o What other guideline statements are available on this topic?
This guidance replaces previous guidelines issued by the Association
of Anaesthetists of Great Britain and Ireland (AAGBI) published in
2002 [1]. European guidance was published in 2009 [2].

o  Why was this guideline developed?
The AAGBI Council decided to update its previous guidance as part
of the AAGBI’s process of regular review of its guidelines, in the
light of recent developments and advances.

e How and why does this statement differ from existing guidelines?
The guideline uses the widely used term ‘post-anaesthesia care unit’
(PACU) to refer to all areas that would formerly have been called
‘recovery rooms’. The guideline recommends that all PACU staff
should be trained to nationally recognised standards and be familiar
with relevant safeguarding/child protection procedures as appropri-
ate, and that all patients with tracheal tubes in place in PACUs
should be monitored with continuous capnography. These recom-
mendations align this guideline with other recent guidance on these
and related topics.

In 1985, the AAGBI published recommendations for the improve-
ment and management of recovery facilities in hospitals. These were
updated in 1993 and 2002 [1]. However, many changes in practice,
workload, expectations and staff training have occurred in the last
10 years, and the recommendations in this new document reflect these
changes.

Another change that has taken place in this time is the use of the
term PACU in some hospitals as an abbreviation for ‘post-anaesthesia
care unit’ and in others, post-anaesthesia recovery unit (PARU). This
document primarily considers care delivered in the immediate post-
operative period and will use the term PACU to refer to all areas that
would formerly have been called ‘recovery rooms’.

Every patient undergoing general anaesthesia or central neuraxial
blockade for surgery should be recovered in a designated area as
described in this document. These recommendations are not concerned
with those patients recovering from sedation, as guidelines with respect
to this area of practice have been published separately [3].

The PACU facility

As the number and complexity of surgical procedures have increased,
immediate postoperative care has developed from a brief period of
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observation in a convenient area near the operating theatre suite to a
more prolonged and active period of monitoring and intervention in a
specifically designed clinical environment.

The NHS Estates Agency of the Department of Health issues regula-
tions and guidelines with respect to the design and building of hospitals
and their facilities. Health Building Note (HBN) 26 refers to operating
departments, and includes advice on the design of PACUs [4]. Other
factors involved in design include guidance on fire precautions (Health
Technical Memoranda, Fire Practice Notes), operational management
(Health Guidance Notes), specialised building systems (Health Technical
Memoranda), engineering services (Model Engineering Specifications),
contracts and commissioning (Concode) and recommendations on
energy, water and waste [4, 5].

The PACU should be in a central position within the theatre com-
plex enabling ease of access from the operating theatre but with a sepa-
rate outside access for transfer of patients to the ward. Health Building
Note 26 relates the size of a PACU to the number of operating theatres
served, e.g. a recovery area for a typical department of eight theatres
would have 16 bays, 12 of 13.5 m” and four larger ones of 26 m?> [4].
However, it recognises that the size and number of beds should also
reflect the number of cases per session and the average time spent in
the PACU. The ratio of PACU beds to operating theatres should not be
less than two. The bed spaces should allow unobstructed access for trol-
leys, x-ray equipment, resuscitation carts and clinical staff. The facility
should be open-plan, allowing each recovery bay to be observed but
with the provision of curtains for patient privacy. The PACU should be
mechanically ventilated, as the environment is potentially polluted by
anaesthetic gases. Other facilities should include storage areas for equip-
ment, a dirty utility room, a secure supply of drugs, easy access to sinks
and space for information technology equipment and clerical activities.

All PACU bed spaces should have 12 electrical socket outlets (six
each side of the bed), one oxygen pipeline outlet, one medical air outlet,
two vacuum outlets, an adjustable examination light, a push-button
emergency call system, and physiological monitors with a display screen
and recording system for patient data [6]. An exhaled gas scavenging
system must be available for the occasional use of an anaesthetic
machine. The decor should provide an attractive ambiance and, if possi-
ble, windows should be present. Lighting should not be harsh and
should comply with recommended standards [4]. Local lighting to assist
clinical examination must also be available. Noise levels should be kept
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as low as possible and the ceiling should be sound absorbent. Good
communication systems linking PACU staff with the operating theatres,
wards and other clinical facilities are essential. An effective emergency
call system must be in place, with alarm and telephone or intercom
links to operating theatres and rest areas. All members of staff must be
aware of this system and it should be tested at least weekly. At least two
separate landline telephones are recommended to facilitate both incom-
ing and outgoing calls during incidents, as in all important clinical
areas.

There should be access to a staff rest area near to, but outside, the
immediate recovery area. Other facilities should include toilets, showers,
clean duty clothes and secure storage for personal possessions. Patient
and staff safety should be assured by appropriate security systems, espe-
cially at night.

Monitoring, equipment and drugs

An appropriate standard of monitoring should be maintained until the
patient is fully recovered from anaesthesia [6]. Clinical observation
should therefore be supplemented as in the operating theatre by a mini-
mum of pulse oximetry, non-invasive blood pressure monitoring, ECG
and, if patients’ tracheas remain intubated or they have their airways
maintained with a supraglottic or other similar airway device, continu-
ous capnography [7, 8]. Difficult airway equipment [9], a nerve stimula-
tor for assessing neuromuscular blockade, a thermometer and patient
warming devices should be immediately available. It is recommended
that there should be full compatibility between operating theatre, PACU
and ward monitoring equipment.

All drugs, equipment, fluids and algorithms required for resuscita-
tion and management of anaesthetic and surgical complications should
be immediately available. Consideration should be given to providing
dedicated trolleys or carts for this purpose.

PACU staff

No fewer than two staff (of whom at least one must be a registered
practitioner) should be present when there is a patient in the PACU
who does not fulfil the criteria for discharge to the ward. Staffing num-
bers should allow one-to-one observation of every patient by an anaes-
thetist, registered PACU practitioner or other properly trained member
of staff until they have regained airway control, respiratory and cardio-
vascular stability, and are able to communicate. In addition, there
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should be an anaesthetist who is supernumerary to requirements in the
operating theatres immediately available for patients in PACU. There
should be a consultant anaesthetist lead for the PACU appointed, with
appropriate time allocated in his/her job plan [10], and dedicated anaes-
thetic sessions in the PACU should be considered in large, busy units.
The provision of a satisfactory quality of care during recovery from
anaesthesia and surgery relies heavily on investment in the education
and training of PACU staff. Maintenance of standards requires continu-
ous updating, e.g. resuscitation skills, new airway techniques and
advances in pain management. Regular team rehearsal of emergency
scenarios should be considered. PACU staff are specialist and often play
a key role in the education of others, including theatre staff, ward-based
nurses, midwives and trainee doctors.

All specialist staff should have received appropriate training to
nationally recognised standards such as the UK National Core Compe-
tencies for Post-anaesthesia Care [11]. Training should be tailored to
meet the needs of the individual staff member and the PACU, but prac-
tical training and maintenance of skills must supplement theoretical
knowledge. At all times, at least one member of staff present should be
a certified Acute Life Support (ALS) provider and, for children, hold an
appropriate paediatric life support qualification. All staff should be
encouraged to attain and maintain at least one such life support qualifi-
cation, e.g. ALS, APLS, PLS, PILS.

Continued professional development and the training of other staff
is facilitated by activities such as the establishment of lead practitioners
in certain areas, e.g. pain relief, life support, infection control, paediat-
rics, liaison with ward staff, health and safety matters, and training co-
coordination. PACUs should consider rotation of duties with the local
high dependency units (HDUs) and intensive care units (ICUs), an
audit programme, educational posters, journal clubs and tutorials.

Specialist PACU staff normally work as part of a team in large
PACUs attached to main operating theatre suites, but many hospitals
have isolated PACUs, e.g. for obstetrics, cardiac catheter laboratories
and facilities for electroconvulsive therapy, which may only be used
intermittently, although sometimes for high-risk patients. Patient safety
considerations dictate that patients recovering in these environments
should only be cared for by registered PACU practitioners who are
members of the hospital’s core PACU team and who are familiar with
these areas and allocated to work in them as and when required.
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Transfer and handover of care to the PACU team

The transfer of patients from the operating theatre to the PACU and
elsewhere has been considered in two publications by the AAGBI [6,
12]. Before transfer, the anaesthetist should be satisfied that the PACU
staff are competent and able to take responsibility for the patient. If this
cannot be assured, the anaesthetist should stay with the patient, either
in the operating theatre or the PACU, until the patient is fit to return
to the ward. It is essential that the anaesthetist formally hands over care
of the patient to an appropriately trained and registered PACU practi-
tioner. Formal handover checklists can improve the safety of handovers
and should be developed for local use.

The patient should be physiologically stable on departure from the
operating theatre, and the anaesthetist must decide on the extent of
monitoring during transfer. This will depend on factors such as proxim-
ity to the PACU, the patient’s level of consciousness and both respira-
tory and cardiovascular status. If the PACU is not immediately adjacent
to the operating theatre, or if the patient’s condition is poor, adequate
mobile monitoring is required, i.e. a minimum of pulse oximetry and
non-invasive blood pressure, ECG and capnography if the trachea is in-
tubated, with the immediate availability of a nerve stimulator, and a
means of measuring body temperature [6]. The anaesthetist is responsi-
ble for ensuring that this transfer is accomplished safely. Supplemental
oxygen should be administered to all patients during transfer unless the
patient did not receive supplemental oxygen during surgery. All lines
should be flushed to remove any residual anaesthetic drugs if necessary
and checked to be patent, adequately secured and protected. Details of
any difficulties experienced during intubation or other relevant proce-
dures should be included in the handover [9].

Management of patients in the PACU

Patients must be observed on a one-to-one basis by an anaesthetist, reg-
istered PACU practitioner or other properly trained member of staff
until they have regained airway control, respiratory and cardiovascular
stability, and are able to communicate. This recommendation is para-
mount and must be observed, even if it causes delay in the throughput
of patients. All PACUs must be staffed to a level that allows this to be
routine practice, even at times of peak activity. Life-threatening compli-
cations may occur during this period [13], and failure to provide ade-
quate care may prove catastrophic for patients, their relatives and the
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Table 1 Minimum information to be recorded for patients in the post-
anaesthesia care unit.

Level of consciousness

Patency of the airway

Respiratory rate and adequacy

Oxygen saturation

Oxygen administration

Blood pressure

Heart rate and rhythm

Pain intensity on an agreed scale

Nausea and vomiting

Intravenous infusions

Drugs administered

Core temperature

Other parameters depending on circumstances, e.g. urinary output, central
venous pressure, expired CO,, surgical drainage volume.

staff involved, and may have serious medicolegal consequences. Patients
must be kept under clinical observation at all times, and all measure-
ments should be recorded, preferably by an automatic recording system
networked with theatre systems. The frequency of observations will
depend upon the stage of recovery, the nature of the surgery and clinical
condition of the patient. The frequency of the observations and the
quality of record keeping should not be influenced by staffing levels.
Certain information should be recorded as a minimum (Table 1).

For all patients, the National Patient Safety Agency (NPSA) recom-
mended dataset of their last name, first name, date of birth and NHS
number [14] should be recorded in that order, together with their time
of admission, time of fitness for discharge, time of discharge and desti-
nation in a central register.

Pain, nausea and vomiting

No patient should be returned to the ward until control of postoperative
nausea and vomiting and pain is satisfactory. All PACU staft should be
specifically trained in the management of patients with patient-controlled
analgesia, epidurals, spinals and peripheral nerve blockade. Nurse admin-
istration of intravenous analgesics, e.g. paracetamol, non-steroidal
anti-inflammatory drugs (NSAIDs) and opioids prescribed by the anaes-
thetists as part of a specific protocol, facilitates rapid and flexible pain
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control. Such protocols should incorporate precise instructions on the
administration of the drugs and the recognition and management of their
side-effects. Nurse administration of intravenous opioids should not occur
unless there is the immediate availability of an anaesthetist. All syringes
containing drugs should be clearly labelled.

Tracheal tubes and other airway devices

On many occasions, patients will be handed over to the PACU nurse with
a laryngeal mask airway or other supraglottic airway device in place. The
nurse must be specifically trained in the management of these patients
and in the removal of the airway device. An anaesthetist should be imme-
diately available to assist if problems occur while the airway device is in
place or when it is removed by a qualified member of the PACU staff.

The incidence of upper airway obstruction that may lead to post-
obstructive pulmonary oedema and severe hypoxia can be minimised by
the use of oropharyngeal airways, bite blocks, airway devices incorporat-
ing them or similar devices [9].

The removal of tracheal tubes from patients in the PACU is the
responsibility of the anaesthetist, who may delegate the removal to an
appropriately trained member of the PACU team who is prepared to
accept this responsibility.

Discharge from the PACU

Every PACU should have well-defined minimum criteria for fitness for
the discharge of patients to the general ward or other clinical areas
(Table 2).

Discharge from the PACU is the responsibility of the anaesthetist
but the adoption of strict discharge criteria allows this to be delegated
to PACU staff. If the discharge criteria are not met, the patient should
remain in the PACU and the anaesthetist should be informed. An
anaesthetist must be available at all times when a patient who has not
reached the criteria for discharge is present in the PACU. Patients who
have potential airway problems or complications should be reassessed
by the responsible anaesthetist before discharge from the PACU [9].

If there is any doubt as to whether a patient fulfils the criteria, or if
there has been a problem during the recovery period, the anaesthetist
who gave the anaesthetic (or another anaesthetist with special duties in
the PACU) must assess the patient. After medical assessment, patients
who do not fulfil the discharge criteria may be transferred to an appro-
priate HDU or ICU.
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Table 2 Minimum criteria for discharge of patients from the post-
anaesthesia care unit.

* The patient is fully conscious, able to maintain a clear airway and has pro-

tective airway reflexes

Breathing and oxygenation are satisfactory

* The cardiovascular system is stable, with no unexplained cardiac irregular-
ity or persistent bleeding. The specific values of pulse and blood pressure
should approximate to normal pre-operative values or be at an acceptable
level, ideally within parameters set by the anaesthetist, and peripheral per-
fusion should be adequate

* Pain and postoperative nausea and vomiting should be adequately con-
trolled, and suitable analgesic and anti-emetic regimens prescribed

* Temperature should be within acceptable limits [15]. Patients should not

be returned to the ward if significantly hypothermic

Oxygen therapy should be prescribed if appropriate

Intravenous cannulae should be patent, flushed if necessary to ensure

removal of any residual anaesthetic drugs and intravenous fluids should be

prescribed if appropriate

All surgical drains and catheters should be checked

All health records should be complete and medical notes present.

Handing over to ward staff

Patients should be transferred to the ward accompanied by two mem-
bers of staff, at least one of whom should be suitably trained. The anaes-
thetic record, together with the recovery and prescription charts, must
accompany the patient and clearly indicate to the ward staff the details
of relevant drugs administered in theatre and PACU, e.g. analgesics and
antibiotics. The PACU nurse must ensure that full clinical details are
relayed to the ward nurse, with particular emphasis on ongoing prob-
lems and the management of infusions. Local policies should be devel-
oped for the safe handover of infusion devices and syringe pumps, e.g.
the collecting ward nurse checking and signing for the pump settings.
Formal handover checklists can improve the safety of handovers and
should be developed for local use.

Local anaesthesia and regional anaesthesia

The principles of management of any patient undergoing local anaesthe-
sia, either alone or in addition to general anaesthesia, are the same as
for any other patient. Information given on handover to PACU staff
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should include the site and type of local block, drug, dosage, time of
administration and anticipated duration of action. Instructions for ward
staff should include further pain relief and any particular positional
requirements for the patient. Information for the patient includes the
anticipation of return of sensation and motor function, care with hot
and cold items and weight-bearing.

Considerations after spinal and epidural anaesthesia include noting
the level of analgesia achieved, the time and dose of drug administered,
cardiovascular status, bladder care, details of any continuous infusions,
degree of motor block and the time of anticipated motor and sensory
recovery. Many of these considerations apply also to plexus blocks and
major nerve trunk blocks. All PACU staff should be trained in the rec-
ognition and management of local anaesthetic toxicity and have imme-
diate access to a supply of Intralipid [16].

Children

Children have special needs reflecting fundamental psychological, ana-
tomical and physiological differences from adults. These needs are best
met by having a designated, separate paediatric recovery area that is
child-friendly and staffed by nurses trained in the recovery of babies,
children and young people. The area should be kept warm to prevent
hypothermia and provision should be made for a parent or carer to
rejoin the child in the recovery area as soon as they are awake [17].

All staff working in PACU should be familiar with the relevant pro-
cedures and personnel if there are Safeguarding or Child Protection
concerns that arise whilst the child is in theatre [18, 19].

Equipment must include a full range of sizes of facemasks, breath-
ing systems, airways, nasal prongs and tracheal tubes. Essential monitor-
ing equipment includes a full range of paediatric non-invasive blood
pressure cuffs and small pulse oximeter probes. Capnography should
also be available.

All drugs, equipment, fluids required for paediatric resuscitation
and other emergencies should be immediately available. Consider-
ation should be given to providing a separate dedicated paediatric
trolley for this purpose. Guidelines and commonly used algorithms
for paediatric emergencies should be readily available and regularly
rehearsed.

Children are more likely to become restless or disorientated after
surgery and require one-to-one supervision throughout their PACU
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stay. Provision should be made to protect a child from injury in this sit-
uation by supplying washable cot or bed protectors. Postoperative vom-
iting, bradycardia and laryngeal spasm are more common. The latter
can result in major life-threatening desaturation, as infants and small
children become hypoxaemic 2—-3 times more quickly than adults.

Children should not be denied adequate pain relief because of a fear
of side-effects. It can be difficult to assess pain, especially in the pre-ver-
bal child. However, suitable techniques are available and protocols for
pain management in children should be readily available [20, 21]. When
intravenous and epidural analgesic drugs are given to babies and chil-
dren, systems must be in place to double-check doses, which may be
less familiar if used infrequently.

Before discharge from the PACU, the need to ensure that the dead
space of all intravenous cannulae is flushed and patent is particularly
important in children [22].

Patients’ perspective

The written information given to patients before their admission to hos-
pital should explain the purpose and nature of the PACU. Anaesthesia
and Anaesthetists: Information for Patients and their Relatives published
by the Royal College of Anaesthetists and the AAGBI is an example of
this [23]. Information for children and young people of all ages about
anaesthesia is also available [24].

Although the design of recovery facilities is, by necessity, open-plan, there
should be provision for patients’ privacy and dignity, e.g. curtains. However,
safety considerations override their use during resuscitation and the manage-
ment of other crises. If other awake patients are also present in the PACU,
curtains should only be closed around the awake patients and not the patient
who is being resuscitated. Most patients find PACUs unpleasant, and they
should be transferred out as soon as discharge criteria are met.

Staff in some hospitals may require access to interpreters and trans-
lators to facilitate communication with non-English speaking patients.

Anaesthesia and recovery in special areas

Anaesthesia is often administered in areas such as obstetric, x-ray, cardi-
ology, dental and psychiatric units, and in community hospitals. All
standards and guidelines described in this document must be completely
fulfilled at any site in which anaesthesia is administered and immediate
postanaesthesia recovery planned.
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Critically ill patients

The primary goal of a PACU is to provide postoperative patients with
the optimum standard of care during the initial period of their recovery
from anaesthesia and surgery. During times of bed or staff shortages in
critical care areas, and because of the resources available, PACUs are
occasionally used for the contingency management of and delivery of
care to critically ill patients [25]. During such times, it must be recogni-
sed that the primary responsibility for the patient lies with the consul-
tant in charge of the ICU and his/her team. An ICU-trained nurse must
care for the patient on a one-to-one basis, with immediate access to
senior ICU nursing assistance. The standard of medical and nursing
care should be equal to that within the ICU, and a specific action plan
should be formulated by the critical care team to facilitate discharge to
a more appropriate area as soon as possible. The delivery of critical care
in a PACU for longer than 4 h should trigger the collection of a Critical
Care Minimum Data Set (CCMDS) [25]. There should be a mechanism
in place for PACU personnel either to collect this data set or to request
its collection.

End of life care in the PACU

Occasionally, a patient who is expected to die imminently will be taken
to the PACU. The patient should be managed according to an end-
of-life care pathway, in isolation from others who should ideally be
unaware of the situation. Relatives must be able to be present and a
dedicated nurse should be available [26].

Audit and quality control in the PACU
The recording of key quality and outcome data from all patients passing
through the PACU should be routine for all hospitals [27]. The data
recorded from PACU patients should be compared with national and
local benchmarks with the express aim of improving and maintaining
the quality of pre-, intra- and postoperative care, and measuring compli-
ance with national standards. The AAGBI recommends that a minimum
dataset should be recorded for all patients admitted to a PACU
(Table 3). In addition to these, some PACUs may wish to record data
relating to patients’ satisfaction with their care in the PACU.

Some of these data should be available from Trust and Health
Board IT systems, and resources should be made available to integrate
these systems with recording of PACU data to facilitate PACU data
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Table 3 Minimum dataset to be recorded for all patients admitted to a
post-anaesthesia care unit.

Last name, first name, date of birth and NHS number
Gender

ASA physical status

Surgical procedure performed

Names of anaesthetist and surgeon

Type of anaesthesia

Time of admission

Core temperature on admission to the PACU
Incidence and severity of postoperative nausea and vomiting
Severity of pain experienced in the PACU

Analgesia given in the PACU

Time of fitness for discharge from the PACU

Time of discharge from the PACU

Complications

entry, storage and interpretation. Information derived from this data col-
lection should be analysed and fed back to anaesthetists and theatre teams
in a way that will allow individuals and teams to compare their perfor-
mance with others. Interpretation of these data by experienced anaesthe-
tists is important, and both patients’ characteristics and the nature of the
surgery should be taken into account before conclusions are drawn. Local
clinical governance arrangements will usually require discussion of any
incidents at regular multidisciplinary PACU team meetings.

In addition to these data, there should be a list of adverse incidents
that should be recorded and fed into a clinical governance programme
that records and disseminates the incidence of adverse incidents, and
can investigate individual incidents if appropriate. These might include:

Cardiopulmonary arrest

Major airway complications

Death

Severe pain that is difficult to treat

Prolonged stay (> 2 h)

Significant hypothermia (< 35 °C)

Need to call an anaesthetist to review a patient

Need for ventilatory support (CPAP, tracheal intubation, lung venti-
lation)
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e Need for cardiovascular support (inotropes, vasoconstrictors, anti-ar-
rhythmics)
Return to the operating theatre before discharge from PACU
Inadequate reversal of neuromuscular blocking drugs.

Reports of such incidents should be accompanied by clinical infor-
mation that will allow further analysis.

The PACU is also a useful area in which to monitor compliance
with Trust initiatives that seek to improve patient care and safety. These
might include:

Compliance with WHO checklist performance

Administration of antibiotics

Thrombo-embolic prophylaxis

Compliance with analgesic and anti-emetic protocols

Completion of postoperative instructions relating to oxygen therapy,
pain therapy, fluid management, wound and drain management,
restarting of oral intake and other elements of early postoperative care.
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INTRODUCTION

The provision of safe care during recovery from anaesthesia and surgery relies heavily on investment in the education and training of post-anaesthesia care
unit (PACU) staff. Maintenance of standards requires continual update such as resuscitation skills, application of new techniques and advances in pain
management. PACU staff are specialists and often play a key role in the education of others, including other theatre staff, ward-based nurses, midwives and
trainee doctors. All PACU staff should receive training, tailored to meet the needs of the individual and the local service but meet the national standards
defined in this document.

The concept of recovery rooms was first discussed and documented in the late 19" century as anaesthesia was evolving. The importance of specialist
nursing care for postoperative patients was recognised [1]. A study during the 1940s in the United States recommended the continuing development of the
recovery room as being an essential part of the post-anaesthesia care pathway. This study highlighted, amongst other factors, airway obstruction as a key
factor contributing to potentially preventable postoperative deaths [2].

Dramatic advances in anaesthesia and surgery over the last 150 years have contributed significantly to the fall in morbidity and mortality. Nonetheless deaths
still occur during the recovery phase of postoperative care. The National Confidential Enquiry into Peri-operative Outcome and Death (NCEPOD) addressed
this issue in its 2001 report Changing the way we operate [3] and stated “Immediately after surgery all patients not returning to a special care area (e.g. ICU or
HDU) need to be nursed by those trained and practised in the postoperative recovery area. If there are separate arrangements for staffing the operating
theatre out of hours, these must include the provision of specialised recovery staff.”

A review of recovery room critical incidents was published by the Anaesthetic Incident Monitoring Study in 2002 [4] that detailed the proportion and type of
incidents encountered in recovery rooms in Australia and the United States and called for ongoing education and quality assurance programmes to be
developed to reduce these events.

A report released by NHS Quality Improvement Scotland (2003) demonstrated that not all staff who recover patients postoperatively are fully trained to the
required standard and that much of the recovery training was on an ad hoc and informal basis raising particular concerns in remote locations such as
remotely located operating theatres and the radiology departments [5].

Basic training for PACU starts with achievement of entry-level competence during nursing or operating department practitioner (ODP) training programmes of
learning. This individual requires supervision and mentoring until he/she has acquired the competencies to care safely and successfully for a patient in the
PACU. Thereafter they are expected to maintain, develop and enhance their practice through practical experience, further learning and continuing
professional development. They will be expected to populate and maintain a lifelong portfolio of experience during their training and working life. Registered
practitioners with current experience of working in the PACU are able to have prior qualifications and experience recognised.

The competencies required by PACU staff are both professional and clinical. The professional components are:

- Communication

- Professional development
- Clinical leadership

- Clinical governance





The clinical components are:

- Assessment and management of the airway

- Assessment and management of breathing

- Assessment and management of the circulation

- Assessment of consciousness

- Monitoring during the immediate postoperative phase

- Intravenous access and fluid balance

- Applied knowledge of pharmacology in peri-operative care

- Management of postoperative pain,

- Management of postoperative nausea and vomiting (PONV)
- Management of surgical and anaesthetic emergencies

In specialised areas of surgery, such as paediatrics and obstetrics, additional specific competencies are required.

This document uses work previously published by Quality Assuring Continuing Professional Development and by NHS Education Scotland. The three
relevant documents are A Route to Enhanced Competence in Perioperative Practice for Operating Department Practitioners and Nurses. (NHS
Education for Scotland. A Route to Enhanced Competence in Perioperative Practice for Operating Department Practitioners and Nurses. Edinburgh:
NES, 2002.)

Core Competencies for Anaesthetic Assistants 2011 http://www.nes.scot.nhs.uk/media/4239/anaesthetic core competencies 2011.pdf and

Portfolio of Core Competencies for Anaesthetic Assistants 2012 http://www.nes.scot.nhs.uk/media/1410332/nesd0050 smaad portfolio 2012.pdf

This document has been modified following consultation with other stakeholders across Great Britain and Ireland (see appendix 1). All standards and
recommendations described in this document should be applied to all recovery areas where anaesthesia is administered including obstetric, cardiology,
radiology, dental and mental health units as well as community hospitals.
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COMPETENCY 1: COMMUNICATION

Competency 1

Knowledge and skills

Suggested indicators

1.1 Apply effective communication skills in
order to promote clinically effective patient
care.

Understands and applies principles of good
communication with patients, carers and
peri-operative team members.

Assess, plan, implement and evaluate
individualised care using a recognised nursing
framework in collaboration with all members of
the multidisciplinary team.

Provides accurate, concise and relevant verbal
and written information related to peri-operative
patient care.

Alerts appropriate members of the
multidisciplinary team to changes in patient’s
condition.

Acquires knowledge of Guidelines for records
and record keeping (Nursing and Midwifery
Council (NMC), 2004) and Standards of
conduct, performance and ethics (Health
Professionals Council (HPC), 2003).

Interpret an anaesthetic chart that includes
pre-operative assessment and intraoperative
observations of vital signs and documentation
of fluids and drugs administered.
Communicate changes in patient’s
observations appropriately.

Demonstrates use of information technology
including computers and data management
skills.

1.2 Establish and maintain effective,
professional relationships with patients, carers
and staff in all disciplines.

Uses appropriate listening and responding
skills to develop relationships with patients,
carers and staff.

Treat patients in a non-judgmental manner,
maintaining their dignity at all times.
Demonstrate concern and respect for patients
and carers.






Articulates role within peri-operative
team Demonstrates knowledge of
teamwork strategies related to the peri-
operative environment.

Use effective communication strategies with
patients, anaesthetists and surgeons.

1.3 Apply the principles of good communication
to promote trust and confidence.

Educates and informs patients and carers
attending the PACU.

Recognise patient’s feelings of vulnerability.
Provide reassurance, comfort and appropriate
physical and psychological support.

Complies with local and national policies and
protocols regarding record keeping.
Keeps accurate and comprehensive records.

Maintain patient records completely and
accurately.

1.4 Admission of patient to PACU.

Understands admission protocol for PACU.
Describes preparation of PACU for receiving a
patient into the unit.

Identifies patients not suitable for admission to
PACU.

Safely admit patient to PACU including
mandatory documentation.

Start discharge planning of patient to
appropriate area.

1.5 Discharge of patient from PACU.

Understands discharge criteria for the unit.
Explains significance of each criterion for
patients well being.

Understands the process for discharge from
PACU to trained staff accepting the patient into
their care.

Identify patient fit for discharge and meeting
agreed discharge criteria.

Ensure completion of relevant documentation.
Handover care to appropriately trained staff
maintaining patient dignity including full
documentation of the process.






COMPETENCY 2: PROFESSIONAL DEVELOPMENT

Competency 2

Knowledge and skills

Suggested indicators

2.1 Demonstrate personal continuing
professional development (CPD) in recovery
skills.

Keeps a professional portfolio of learning and
experience gained.

Recognises own limitations, identifies
professional development needs and develops
a personal development plan (PDP).

Maintain a personal portfolio.
Undertake appraisal and document evidence of
achievements.

Uses appropriate resources and reflective
practice to enhance knowledge and skills.

Demonstrates personal accountability for
ensuring own clinical competence.

2.2 Contribute to the continuing professional
development needs of the multidisciplinary
team.

Contributes to peri-operative teaching
programmes by promoting clinically effective
practice.

Supports and assesses learners.

Offers clinical supervision to others as
appropriate.

2.3 Contribute and promote an environment
that encourages CPD.

Participates in performance appraisal
programmes.

Develops and delivers teaching appropriate to
the PACU environment.

Demonstrates ability to develop and access
learning resources.






COMPETENCY 3: CLINICAL LEADERSHIP

Competency 3

Knowledge and skills

Suggested indicators

3.1 Demonstrate leadership skills in order to
enhance patient care.

Develops autonomy in own role within the
recovery room.

Makes effective clinical decisions and manages
resources.

3.2 Support and promote clinical effectiveness
by developing an evidence-based approach to
postoperative care.

Shows evidence of research awareness.

Adapts clinical practice in light of current
research.

Motivates and supports others in developing
evidence-based practice.
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COMPETENCY 4: CLINICAL GOVERNANCE

Competency 4

Knowledge and skills

Suggested indicators

4.1 Identify and manage risks and
hazards.

Understands the principles, issues
and factors relating to risk
management.

Uses knowledge appropriately to
eliminate or reduce these risks.

Apply manual handling techniques appropriately using available
aids. Attend regular updates.

Demonstrate safe management of clinical waste, sharps, drugs
and chemicals.

Use personal protective equipment (PPE) and be aware of
infection control principles.

Comply with national and local guidance on single-use items and
medical device decontamination.

4.2 Understand how to recognise a
critical incident or near miss and follow
local and national reporting
mechanisms.

Understands critical incidents, their
definition, actions required including a
worked example.

Aware of local and national critical
incident reporting policies.

Report and feedback on critical incidents.

Complete local critical incident forms satisfactorily.

Critical incidents that may occur include:

Acute or sub-acute airway obstruction

Cardiopulmonary arrest

Need for cardiovascular support (inotropes, vasoconstrictors,
anti-arrhythmics)

Inadequate reversal of neuromuscular blocking drugs

Need for urgent review of patient by anaesthetist.

Need for ventilatory support (CPAP, tracheal intubation,
lung ventilation)

Severe pain that is difficult to control Unduly prolonged stay
in PACU (>2 h) Significant hypothermia (<35 °Celsius)
Return to the operating theatre instead of onward discharge
Death in the PACU.

Also see Recovery Emergencies Competency 13.

4.3 Participate and contribute to a
quality assurance strategy.

Uses knowledge of national and local
measures of quality assurance to
develop and participate in high
quality peer review audit.

Implement National Patient Safety Agency (NPSA) and Scottish
Patient Safety Programme (SPSP) indicators. Implement local
policies for deep venous thrombosis (DVT) prophylaxis,
temperature control and management of diabetes.

11





4.4 Demonstrate and promote the
delivery of recovery care within a
professional, ethical and legal
framework.

Discusses and applies the principles
of ethical, legal and professional
issues affecting patient care,
ensuring appropriate documentation
that follows national and local
directives. Understands the
importance of confidentiality.

Awareness of concept of:

informed consent in adults and children

legal issues relating to patients with learning disabilities or mental
health difficulties

patient groups including Jehovah’s Witnesses and advance patient
directives.

Adhere to the NMC and HPC codes of conduct.
http://www.aagbi.org/sites/default/files/Jehovah%27s%20Witnesse

s_0.pdf

4.5 Demonstrate personal and
professional accountability in relation
to the role of recovery of the
postoperative patient.

Applies the principles of
accountability to the care of the
patient following surgery. Practises
within the limitations of personal
scope of practice and, where
appropriate seeks guidance and
support from colleagues when
exposed to new or unfamiliar
procedures or situations.

Take on appropriate responsibility.

Show recognition of own limitations with reflection on
performance.
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COMPETENCY 5: ASSESSMENT AND MANAGEMENT OF THE AIRWAY

Competency 5

Knowledge and skills

Suggested indicators

5.1 Apply knowledge of the anatomy and
physiology of the upper airway
tomanagement of the airway in the PACU.

Understands those aspects of the anatomy of
the upper airway which are relevant to airway
management including physiological changes
to the airway postoperatively as a
consequence of anaesthesia and surgery.

Describe the anatomy and physiology of the
upper airway.

Discuss the physiological changes caused by
anaesthesia and surgery.

Discuss oxygen requirements in the immediate
postoperative period.

5.2 Can maintain an airway during emergence
from anaesthesia.

Can recognise signs of upper airway
obstruction or compromised airway using the
‘look, listen and feel’ approach.

Can perform simple manoeuvres to establish
a clear airway:

effective head tilt chin lift

jaw-thrust

oropharyngeal suction

insertion of an appropriate oropharyngeal

or nasopharyngeal airway.

Describe signs of partial and complete airway
obstruction.

Demonstrate manoeuvres to clear the airway
on a patient or manikin as described in
immediate life support (ILS) course
curriculum.

5.2a Assist in maintaining an airway during
bag and mask ventilation.

Can hold a face mask in position, ensuring a
gas-tight seal, or perform manual intermittent
positive pressure ventilation (IPPV).

Can identify suitable breathing systems.

Can describe features of self-inflating bag and
demonstrate its use.

Demonstrate ability to perform either role in
two-person bag and mask ventilation as
described in the immediate life support (ILS)
course curriculum.

Demonstrate bag-valve-mask (BVM)
technique for ventilatory support using an
Ambu self- inflating bag or similar.

Explain need of proficiency in this skill in the
theatre suite, PACU and during intra-hospital
patient transfer.
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5.3 Understands features of oxygen delivery
equipment.

Demonstrates familiarity with and use of
face masks: (types, design features, including
fixed and variable performance designs).

nasal cannulae

nebulisers

breathing circuits including T-pieces
piped gases and oxygen flowmeters
oxygen cylinders.

Choose an oxygen delivery system appropriate
for a particular patient.
Explain rationale behind choice.

5.4 Can set up and assist the anaesthetist with
emergency intubation of the trachea.

Sets up intubation equipment tray / trolley. Able
to test the equipment.

Can select appropriate tracheal tube (TT).

Positions the patient appropriately and assists
the anaesthetist with routine intubation of the
trachea.

Assist in elective intubation of patient or
manikin.

Calculate TT size (diameters and lengths)
using standard formulae.

Explain morbidity associated with use of
incorrect tube size.

5.5 Ability to select appropriate airway
equipment for use in an emergency.

Demonstrates detailed knowledge of
emergency airway equipment, including salient
features of each and their use.

Demonstrates detailed knowledge of laryngeal
mask airway (LMA), TT and other methods of
securing the airway.

Describe indications for use of straight and
curved bladed laryngoscopes, specialised
laryngoscopes, forceps, bougies and
introducers.

Describe indications for the use of
LMA

intubating LMA

TT (including double lumen, RAE and
microlaryngeal tubes)
cricothyroidotomy and tracheostomy.
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5.6 Demonstrate ability to place a LMA
in an adult patient.

Demonstrates LMA placement in an adult
patient equating to ILS course standard. (PACU
staff need to be proficient in using an LMA in an
emergency).

Site an LMA in a manikin.

5.7 Awareness of risks and complications of
removing an airway.

Ability to assess when it is safe to do so.

Objectively assesses patient’s neuromuscular
function.

Prepares and positions patient for removal of
airway devices.

Appropriate airway management following
removal.

Demonstrate appropriate management for
removal of airway devices.

5.8 Ability to prepare and check appropriate
suction equipment.

Demonstrates knowledge of types of suction
catheters and their appropriate use.

Describe the range of suction equipment
available. Demonstrate the assembly and use
of appropriate equipment.

5.9 Ability to prepare and check appropriate
airway equipment.

Demonstrates knowledge of oxygen
administration devices and masks.

Describe the range of airway equipment
available. Demonstrate the assembly and
correct use of appropriate devices.
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COMPETENCY 6: ASSESSMENT AND MANAGEMENT OF BREATHING

Competency 6

Knowledge and skills

Suggested indicators

6.1 Can apply knowledge of the anatomy and
physiology of the respiratory system to
assessing the adequacy of breathing in
patients in the PACU.

Understands those aspects of the anatomy and
physiology of the respiratory system in
controlling breathing.

Understands effects of anaesthesia and
surgery on respiration.

Describe the anatomy and physiology of the
respiratory system.

Discuss the physiological changes caused by
anaesthesia and surgery and the changes in
oxygen requirements in the immediate
postoperative period.

6.2 Can apply knowledge of effects of
pharmacology of anaesthetic agents and of
surgery upon the respiratory system.

Understands the effects of anaesthesia and
surgery on respiratory function.

Describe the signs and symptoms of
inadequate reversal of neuromuscular blockade
and central respiratory depression. See
competency 11.

6.3 Can assess respiration.

Describes postoperative patterns of respiration.

Describe the signs of obstructed breathing.

Can describe, identify and use equipment used
for assessing the respiratory system.

Describe the mechanism of inspiration and
expiration and factors controlling respiration.
Assess the airway, chest movement,
respiratory rate, rhythm and colour.
Accurately measure respiratory rate.

Can identify use of accessory muscles and
presence of tracheal tug.

Demonstrate safe use of pulse oximeters and
stethoscopes.

6.4 Can identify patients with pre-existing
respiratory disease.

Recognises patients with pre-existing
respiratory disease and the effects of surgery
and anaesthesia.

Identify and demonstrate appropriate
management of patients with respiratory
insufficiency.

6.5 Can identify patients at risk of postoperative
hypoxia and manage appropriately.

Can identify signs and symptoms of hypoxia,
respiratory depression and impending
respiratory failure.

Understands the use of appropriate monitoring
equipment.

Describe hypoxia and cyanosis. Uses
Use pulse oximetry and capnography
appropriately.
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COMPETENCY 7: ASSESSMENT AND MANAGEMENT OF THE CIRCULATION

Competency 7

Knowledge and skills

Suggested indicators

7.1 Can apply knowledge of the anatomy and
physiology of the cardiovascular system to
manage cardiopulmonary circulation in the
PACU.

Understands those aspects of the anatomical
and physiological changes to the
cardiovascular system postoperatively as a
consequence of anaesthesia and surgery.

Describe the anatomy and physiology of the
cardiovascular system.

Discuss the physiological changes caused by
anaesthesia and surgery.

Describe common circulatory problems
encountered in the immediate postoperative
period.

7.2 Can measure arterial pressure in
postoperative patients and recognise
deviations from the norm.

Measures arterial pressure and assess
peripheral perfusion.

Understands the importance of autoregulation
and factors that affect it.

Demonstrate ability to measure and interpret
arterial pressure in the postoperative period
and communicate with relevant staff.
Demonstrate appropriate management to
optimise circulation.

Describes signs of circulatory abnormalities.
Can perform manoeuvres to support circulation
appropriately.

Demonstrate manoeuvres to correct circulation
such as elevation of legs, Trendelenberg and
reverse Trendelenberg.

7.3 Understand use of intravenous fluids to
support the circulation.

Demonstrates knowledge about:
intravenous infusion sets
fluid bags
pressure bags and infusors
fluid warmers.

Explain use of appropriate fluids for different
patient groups.

Explain rationale of choice of fluids.
Demonstrate appropriate management of
patients requiring fluid resuscitation.

See competency 10.

7.4 Understands the use of vasoactive drugs
to treat heart rate and arterial pressure in the
PACU.

Knows where the drugs are located.
Understands methods of administration of:

atropine

glycopyrronium

metaraminol

ephedrine

adrenaline

GTN.

Identify and describes preparation and
indication for each drug according to local drug
protocols.
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COMPETENCY 8: ASSESSMENT OF LEVEL OF CONSCIOUSNESS

Competency 8

Knowledge and skills

Suggested indicators

8.1 Can assess conscious level in the
postoperative patient and take appropriate
action.

Understands the effects of anaesthesia and
surgery on the level of consciousness.

Describe the relevant physiology of the central
nervous system.

Discuss the changes caused to the levels of
consciousness by anaesthesia and surgery and
describe common problems encountered in the
immediate postoperative period.

Can use appropriate assessment tools.

Understands locally and nationally used
assessment tools for conscious level e.g. the
Glasgow Coma Scale (GCS) and Alert, Verbal,
Pain, Unresponsive (AVPU) scores.

Uses appropriate assessment tools to
measure, record and interpret return to
consciousness of the postoperative patient.
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COMPETENCY 9: MONITORING DURING RECOVERY

Competency 9

Knowledge and skills

Suggested indicators

9.1 Can undertake full patient assessment on
admission to the PACU and in the immediate
postoperative period.

Understands physiological consequences of
surgery and anaesthesia.

Demonstrate ability to assess airway,
breathing, circulation, conscious level, drug
therapy, dressings, drains and fluid balance.

9.2 Demonstrate knowledge of monitoring
equipment used in PACU including normal
parameters and need for interventions when
outside these parameters.

9.2a Can establish routine monitoring.

Able to use and identify abnormalities using:

Pulse oximeters including indications for
arterial blood gas sampling.

Capnographs including significance of
end-tidal CO2 values.

Invasive arterial pressure lines including
recognition and management of hyper-
and hypotension.

ECG including basic interpretation of rate,
rhythm and ischaemia. Understands
indications for performing a 12 lead EGC.

Temperature probes and warming
devices.

Recognises signs and symptoms of
adequate neuromuscular function.

Urine output as an indicator of renal
function.

Able to assess wound drainage and
surgical procedure.

Set up routine monitoring of SpO2, NIBP,
ECG and temperature.

Demonstrate ability to establish
capnography measurement, use nerve
stimulator and urimeter appropriately.

Perform 12-lead ECG and document
accurately.

Measure temperature using appropriate
equipment and take appropriate action to
maintain normothermia.

Use a urimeter.

Record wound drainage accurately. Change
drain bottles. Troubleshoot and manage
wound drainage systems.
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9.3 Perform charting of physiological data and
describes patient’s clinical status appropriately
to the anaesthetist and other staff members.

Understand the significance of trends.

Able to chart monitor values using standard
symbols.

Recognises adverse trends which indicate risk.
Identifies common artefacts.

Describes patient’s clinical status to the
anaesthetist. Able to alert staff to adverse
monitoring trends pre-empting development of
life-threatening emergencies.

Accurately monitor and record physiological
parameters.

Describe the appropriate course of action for
abnormal trends and adverse events.

Able to use Situation, Background,
Assessment, Recommendation (SBAR)
methodology to communicate with appropriate
professional colleagues.

9.4 Uses available near-patient testing as a
monitoring tool.

Can measure haemoglobin (Hb) and blood
glucose concentrations and describe risks
associated with abnormal values.

Able to use near-patient testing for Hb and
blood glucose and describe risks associated
with abnormal values.

Shows knowledge of normal parameters and
actions to be taken when values are abnormal.
Understands relevance in paediatric patients.
Can calibrate near-patient testing machines
(using manufacturers’ guidelines).

Attain certification of competency for all near-
patient testing equipment in use.

9.5 Can assist during establishment of central
venous and invasive arterial pressure
monitoring.

Able to prepare the necessary equipment.
Assists in positioning and supporting the
patient, skin preparation and helping to prevent
accidental movement during the procedure.
Shows knowledge of complications and risk
factors.

Able to recognise complications and act
appropriately.

Describe the process and discuss the principle
risks.

9.6 Able to record and interpret data from
invasive central venous and arterial monitors,
identifying values outside normal parameters.
Can set up a pressure transducer and take
blood samples from central venous and arterial
lines.

Understands indications for invasive
monitoring.

Able to set up, attach and calibrate
pressure transducers and maintain
patency of lines. Able to take blood
samples from these lines.

Monitor and record physiological data
accurately.

Describe appropriate course of action
for adverse readings or abnormal
trends.
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COMPETENCY 10: INTRAVENOUS ACCESS AND FLUID BALANCE

Competency 10

Knowledge and skills

Suggested indicators

10.1. Can set up intravenous infusion equipment.

Able to set up intravenous infusions, including
fluid-warming devices, pressure bags,
volumetric infusers and volumetric pumps.

Undertake training on equipment used
locally.

10.2 Understand basic principles and participates
in postoperative fluid management.

Understands postoperative fluid maintenance
Demonstrates ability to accurately record fluid
balance including fluid intake and losses.

Accurately monitor and record fluid balance.

Recommend appropriate measures in the
event of adverse readings and trends.

10.3 Knowledge of equipment associated with
transfusion of blood and blood products.

Understands use of equipment for
administration and warming of blood and
blood products.

Ensure acquisition of current Better Blood
Transfusion competency.

10.4 Understands the principles involved in safe
administration of crystalloids, colloids, blood and
blood products.

Understands clinical aspects of blood and blood
products administration including safety checks
and documentation.

Able to recognise and manage an adverse
reaction to transfusions.

Familiar with indications for transfusion of

Crystalloids

Colloids

concentrated red cells

platelets

fresh

frozen

plasma

cryoprecipitae salvaged red cells.

See competency 7.3.

Aware of local protocols regarding safe
administration of blood products.

Understands the rationale of use of salvaged
blood and the workings of cell-savers.

http://www.aagbi.org/sites/default/files/red cell
08.pdf
http://www.aagbi.org/sites/default/files/cell%20 s

alvage 2009 amended.pdf

10.5 Knowledge of safe placement and use of
nasogastric tubes.

Understands the indications for the use of
nasogastric tubes and checks for accurate
placement.

Demonstrates appropriate management of
nasogastric tubes and confirmation of
accurate placement.

21






COMPETENCY 11: APPLIED KNOWLEDGE OF PHARMACOLOGY IN PERIOPERATIVE CARE

Competency 11

Knowledge and skills

Suggested indicators

11.1 Can calculate appropriate doses and
concentrations in clinical use.

Able to calculate doses and concentrations in
clinical use (as per local policy).

Prepares drugs for administration during
emergencies.

Familiar with safe practice and local policies.

Attain local course certification.
Describe local intravenous drug administration
policies.

11.2 Understands the clinical indications,
location, preparation, and labelling of drugs
relevant to the PACU.

Aware of clinical indications, complications,
side effects and clinical preparation of
following drugs as well as their labelling and
storage location within the PACU including
local Standard Operating Procedures for
Controlled Drugs:

antacids

inotropes

pressor agents

vasodilators

antiarrhythmics anticoagulants
bronchodilators

steroids

antibiotics

antiemetics

intravenous induction agents
anticholinergics

sedatives and their antagonists
non-steroidal analgesics

opioids and their antagonists
suxamethonium
non-depolarising neuromuscular
blocking agents and reversal agents
respiratory stimulants

local anaesthetic agents
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11.3 Can set up patient-controlled analgesia
(PCA) equipment and other infusion devices.

Understands the principles of PCA including

knowledge of PCA pumps and safety features.

Demonstrates knowledge of opioid
pharmacology.

Understands local protocols, standard
operating procedures and monitoring.

Set up a PCA pump according to local
protocols.

Monitor patient appropriately.

Attain certificate of competency in use of locally
provided PCA pumps.

Understands the principles of epidural
administration of local anaesthetics and
opioids.

Demonstrates knowledge of pharmacology of
local anaesthetics and opioids (see
competency 11.2).

Demonstrates knowledge of pumps used for
continuous epidural analgesia infusions in line
with local protocols and monitoring.

Set up an epidural infusion according to local
protocols.

Monitor patients appropriately.

Attain certification of competency in use of
epidural pumps in local use.

11.4 Can set up equipment to deliver nebulised
drugs.

Understands the principles of nebulised drug
administration.

Demonstrates knowledge of pharmacology of
nebulised drugs.

Understands local protocols and monitoring of
patients on nebulised drugs.

Set up a nebuliser to deliver drugs.
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COMPETENCY 12: MANAGEMENT OF POSTOPERATIVE PAIN, NAUSEA AND VOMITING

Competency 12

Knowledge and skills

Suggested indicators

12.1 Assess and manage postoperative pain.

Can describe pain pathways including
physiology of pain transmission.

Use pain scoring tool and knowledge of pain
physiology to select appropriate techniques for
pain management.

12.2 Can match prescribed analgesia to
patient’s pain score.

Understands how the following analgesic
techniques can modify transmission of pain
sensation:

opioids

paracetamol

nonsteroidal analgesics

local anaesthetics.

Select and deliver appropriate prescription to
achieve adequate analgesia before discharge
from the PACU.

12.3 Management of side effects of analgesics.

Understands side effects and complications of
the following analgesic techniques:

opioids

paracetamol

nonsteroidal analgesics

local anaesthetics.

Recognise side effects and complications
associated with administration of analgesics.
Act promptly and appropriately to minimise
morbidity.

Administer naloxone according to local
protocols.

Explain dermatome chart and the significance
of levels of neuraxial block.

Explain local protocols for management of local
anaesthetic toxicity (see competency 13.9).
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12.4 Can manage patients with central
neuraxial and peripheral nerve block.

Understands indications, side effects,
complications and rationale for:

spinal anaesthesia

epidural analgesia

regional nerve blockade.
Is aware of specialist nursing care needed for
patients in these groups.

Explain structure and function of the spinal
column.
Explain signs and symptoms of:
dural puncture headache
high spinal block
migration of epidural catheter.
Measure sensory and motor blockade and

record extent of block using a dermatome chart.

Administers epidural top-ups in accordance
with local protocols.

12.5 Can assess PONV.

Demonstrates knowledge of the physiology and
pathophysiology of PONV Including knowledge
of risk factors.

Assess and manage PONV using local
protocols and multi-modal therapy.
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COMPETENCY 13: RECOVERY EMERGENCIES

Competency 13

Knowledge and skills

Suggested indicators

13.1 Knows how to contact
anaesthetic, surgical and other

appropriate staff for assistance.

Is aware of the importance of calling
for urgent help when needed.

Well versed with local
communication protocols for
contacting appropriate clinicians.

Explain mechanisms in place to contact appropriate members of staff for
assistance.

13.2 Can perform ILS.

Demonstrates knowledge of ILS.

Understands local protocols for
access and use of defibrillators
and support.

Attain current certification of attendance of locally approved ILS course —
Ref: ILS Resuscitation Council (UK).

13.3 Recognises significant
cardiac dysrhythmias.

Understands the aetiology,
relevance, and management of
significant cardiac dysrhythmias.

13.4 Understands principles of
managing the shocked patient.

13.4a Recognises and
understands principles of
managing anaphylaxis.

Understands types and grades of
shock, their significance, and
principles of management.

Demonstrate knowledge of
anaphylactic shock management
guidelines published by the
AAGBI.

http://www.aagbi.org/sites/default/files/anaphylaxis 2009 0.pdf

http://www.aagbi.org/sites/default/files/ana web laminate final.pdf
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13.5 Recognises pathophysiology
of malignant hyperthermia (MH)
including management of patient
with proven MH susceptibility.

Demonstrate knowledge of MH
management guidelines published
by the AAGBI.

Can prepare dantrolene in an
emergency situation.

http://www.aagbi.org/sites/default/files/MH%20guideline%20for%20web%2

0Ov2.pdf
http://www.aagbi.org/sites/default/files/MH%20task%20allocations%20for%

20web.pdf
http://www.aagbi.org/sites/default/files/MH%20recommended%20contents

%20for%20web.pdf
Participate in local simulation using date-expired dantrolene.

13.6 Recognises and
understands principles of
managing suxamethonium
apnoea.

Understands causes of
suxamethonium apnoea, its
significance and principles of
management.

13.7 Can implement local
protocol for management of
sudden life-threatening
haemorrhage.

Understands local protocol for
management of sudden life-
threatening haemorrhage including
use of rapid infusors / warmers
where available.

Set up pressure infusors for rapid infusion of fluids.

Explain major blood transfusion protocols.

Explain rationale and use of tourniquets and pressure dressings to reduce
blood loss.

13.8 Can describe detailed
management of patient with latex
allergy.

Understands pathophysiology and
clinical management of latex allergy
including use of local protocols.

Identify latex allergy patient and explain risk factors.
Source and prepare equipment and environment safe for use in patients
with latex allergy.

13.9 Can describe detailed
management of patient with local
anaesthetic toxicity.

Demonstrates knowledge of
severe local anaesthetic toxicity
management published by the
AAGBI.

Be aware of location of Intralipid.

http://www.aagbi.org/sites/default/files/la toxicity 2010 0.pdf
http://www.aagbi.org/sites/default/files/la toxicity notes 2010 0.pdf
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13.10 Short term management of
a patient requiring unexpected
ventilation in the PACU.

Understands the indications for
short-term postoperative
ventilation.

Demonstrates knowledge of local
protocols including documentation
and relevant nursing interventions
in these patients.

Prepare a recovery bay, ventilator and essential equipment for
postoperative ventilation.

Describe local protocols for the care of a ventilated patient in the PACU.
Seek appropriate support from other clinical staff as appropriate.

13.11 Understand appropriate
specialty specific complications,
side effects and principles of
management.

Fat embolism
Pulmonary embolism
Amniotic fluid embolism
Glycine induced
hyponatraemia
Orthopaedic cement
Unstable cervical spine.

Explain local protocols for these complications.
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COMPETENCY 14: POST SURGICAL CARE

Competency 14

Knowledge and skills

Suggested indicators

14.1 Thromboembolic
prophylaxis.

Demonstrate knowledge of risk
factors and current local
prophylaxis regimens and
understand clinical reasons for
variance.

Adherence to current thromboembolic prophylaxis regimens.

14.2 Management of
normothermia.

Understands importance of
normothermia and indications for
intra-operative hypothermia and
postoperative management.

Use of available equipment to promote normothermia and hypothermia
where clinically appropriate.

14.3 Management of the
diabetic patient.

Understands importance of
normoglycaemia and use of
insulin infusion pumps. Able to
determine blood glucose levels
using near-testing equipment.

Maintenance of normoglycaemia in diabetic patients with appropriate
intervention of clinicians to maintain normoglycaemia. Institute therapy to
maintain normoglycaemia in diabetic patients using appropriate, protocols,
equipment and clinical guidance.

14.4 Surgical site inspection.

Ability to assess the operative site
including dressings for
complications.

Communicate effectively between theatre teams and PACU staff with
regard to surgical site and dressing complications. Establish parameters
for surgical interventions.

14.5 Orthopaedic and other
stabilising casts.

Recognises poor circulation
secondary to oedema or failing
circulation.

Explain clinical signs and symptoms of complications associated with the
use of plasters, casts and splints.

14.6 Circulatory observations.

Observes peripheral circulation and
pulses.

Explain use of ultrasound Doppler and appropriate charting to
demonstrate adequate peripheral circulation and demonstrate an
understanding of the limitations of Doppler assessment.
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14.7 Urinary catheters and
bladder irrigation systems.

Accurately documents urinary
output and demonstrate
understanding of bladder irrigation
systems with knowledge of
including issues associated with
poor output.

Accurately document urine output.

Use bladder irrigation systems and indicate clearly need for surgical

intervention.

14.8 Wound drainage.

Accurately records wound drainage
and understands the principles of
reinfusion systems.

Demonstrates understanding of
individual patient parameters where
surgical intervention may be
appropriate.

Explain factors requiring intervention while monitoring wound drains.

14.9 Specialist dressings.

Demonstrate knowledge of
surgical specific dressings.

14.10 Surgery specific care.

Demonstrate knowledge of
surgical specific care required
by individual patient.
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APPENDIX 1

Stakeholder groups consulted were:

Association for Perioperative Practice

British Anaesthetic and Recovery Nurses Association
College of Operating Department Practitioners

Royal College of Nursing

Royal College of Surgeons
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1. BARNA VISION AND MISSION STATEMENTS

Vision Statement

Excellence in care through education, audit and research

Mission Statement

To support all professionals working in anaesthetic and recovery nursing to achieve excellent
standards of care in patients undergoing anaesthesia in any setting

Our values
BARNA commits to:

Value everyone who contributes to our work

Expect and encourage the highest possible standards

Foster communication and collaboration among professional partners
Raise awareness of the clinical speciality

Maximise opportunities for professional development

How we make a difference:

e Through our journal, conference, study days and educational projects we help our members

develop their clinical knowledge and skills in anaesthetic and recovery nursing

We actively encourage members to become leaders in anaesthetic and recovery nursing care

We seek to set and audit standards of care in anaesthesia and post anaesthesia care

We promote clinical research in this specialty to bring about improvements in care

Along with other professional organisations we campaign to represent the interests of all

patients undergoing anaesthesia and raise awareness of this speciality

e We offer opportunities for communication in order to promote networking and fellowship
between all members

e We work to establish a global fellowship of anaesthetic and recovery practitioners through
our association with :-

e ASPAN [American Society of PeriAnesthesia Nurses]

e |ARNA [Irish Anaesthetic and Recovery Nurses Association]
® |FNA [International Federation of Nurse Anaesthetists]

e |CPAN [International Congress of Perianaesthesia Nurses]

www.barna.co.uk
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2. INTRODUCTION

BARNA standards have been designed for recommended use in anaesthetic and recovery practice by
members of the association and in the units where they work. They advance BARNA’s core vision: to
support all professionals working in anaesthesia and recovery nursing to achieve excellent standards of
care in patients undergoing anaesthesia in any setting.

These standards fulfil a need for national criteria on which to base practice [within all areas of nursing]
underlined by the clinical governance initiative. They are based on the NMC The Code: Standards of
conduct, performance and ethics for nurses and midwives [2008] and Scope of Professional Practice,
which govern how nurses act within their speciality.

This standard document comprises 5 main sections:

Ethics of Practice

Scope of Practice

Educational Standards for Practice
Standards of Practice

Monitoring and Assessment Standards

The standard statements drawn up within these sections are broad based in design. They represent the
basic standard to ensure the safety and comfort of any patient undergoing anaesthesia/surgery and
subsequent recovery within any setting. All patient categories: paediatrics / elderly / pregnant /
multiple medical pathologies are included within these broad statements.

The standards have been designated as ‘nursing’ standards but may be applied to any suitable trained
practitioners working in the peri-anaesthetic field.

The standards have also been ratified by the following organisations:

American Society of Perianesthesia Nurses ASPAN
International Federation of Nurse Anesthetists IFNA

Irish Anaesthetic and Recovery Nurses Association IARNA
Royal College of Anaesthetists RCOA

Association of Anaesthetists of Great Britain and Ireland AAGBI
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3. GLOSSARY OF TERMS

The following definitions may prove helpful in clarifying how BARNA interprets and uses these terms
which are often confused in practice:

STANDARD:

‘A level of excellence or quality’. ‘An accepted or approved example of something against which others
are judged or measured’. ‘A principle or propriety, honesty, and integrity’ [dictionary definitions].

BARNA has incorporated all of the above within its understanding and use of this term. Thus the
standards laid down fulfil the following characteristics:

* Define a level of performance of a quality adequate to maintain level of patient safety and
comfort during the delivery of anaesthesia and subsequent recovery

® Incorporate ethical principles — honesty — integrity

® Are broken down into measurable units : criteria or indicators

® Maintain reliability and validity

e Achievable

e Relevant, owned and upheld by peer group

GUIDELINE:

‘A principle put forward to set standards or determine a course of action, ‘To advise or influence’, ‘To
lead the way’, To direct or control’ [dictionary definitions]

BARNA interprets the use of guidelines as essential in further defining elements of good practice that
contribute to maintaining any given broad based standard.

Guidelines therefore:

e Have an implicit advisory [rather than prescriptive element]. They are not therefore prescriptive
statements of quality of care as are standards but may be used in a more flexible manner to
reflect local circumstances

e Are used to define a more narrow spectrum of practice [for example, many guidelines on more
specific practice issues may make up one standard]

* May advise/direct practice according to differing local circumstances [which may be concerned
with staffing numbers, equipment available etc]
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e Guidelines are not included within the text of BARNA Standards. However, the loose leaf file
presentation of this document gives the individual [or unit] using this set of standards the
opportunity to include local guidelines wherever possible.

POLICY:

‘A document containing a plan of action adopted or pursued by a specific group’
A policy is prescriptive and should be followed until otherwise advised.

PROTOCOL:

‘The formal etiquette and code of behaviour, precedence, and procedure for state and diplomatic
ceremonies’, a memorandum on record of an agreement [international relations], an annexe appended
to a treaty to deal with subsidiary matters or to render the way more lucid’ [dictionary definitions]

BARNA interprets the use of this term as highly prescriptive and rigid in character. A protocol may be
drawn up with regard to any element of practice where there will be no deviation in the performance of
that practice.

INDICATOR:

‘Breakdown of standard statement into measurable units for audit’. The indicator may be absolute, for
example: oxygen saturation must be measured on all patients who have undergone general anaesthesia.
The indicator may not always be integral to care: for example not all day surgery recovery units routinely
monitor the ECG of all patients. In this case the indicator may be: ‘ECG monitoring will be performed if
the patient demonstrates circulatory instability’.

COMPETENCY:

‘The capacity to perform job functions by an individual who has the knowledge, skills, behaviours and
personal characteristics necessary to function well in a given situation’.

AUDIT:

‘An audit is a check on whether an appropriate quality of practice has been achieved’.
Before an audit can be carried out three conditions must be met:

® The necessary research should have been carried out to clarify the facts and issues relevant to
the area of practice

e Agreement should have been reached about which indicators show reliably how good a method
of practice is
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e Adecision should be made about what levels these indicators should reach to show that best
practice has been achieved

BEST PRACTICE:

Optimal health-care ‘best practice’ —is the result of striking a reasoned balance between quality,
quantity and cost. Relentless pursuit of any one is at the expense of the other two. Itis therefore a
matter of local judgement as to what emphasis should be placed on these three dimensions to achieve
the desired result.
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4. ETHICS OF PRACTICE

Rationale: General anaesthesia renders the patient unconscious from the moment of induction of
anaesthesia, until the return of full consciousness. The patient is unable to serve as his/her own
advocate, make decision regarding his/her wellbeing, protect his/her dignity and maintain respect for
his/her confidentiality. The nurse plays a vital role in protecting and supporting the patient during this
vulnerable period.

The Code: Standards of conduct, performance and ethics for nurses and midwives laid down by the
Nursing and Midwifery Council [2008] is the foundation for ethical practice in all areas of nursing and is
particularly relevant to the anaesthetic and recovery areas.

The Code: Standards of conduct, performance and ethics for nurses and midwives [2008]:
The people in your care must be able to trust you with their health and wellbeing
To justify that trust, you must:

®*  Make the care of people your first concern, treating them as individuals and respecting their
dignity

e  Work with others to protect and promote the health and wellbeing of those in your care, their
families and carers, and the wider community

® Provide a high standard of practice and care at all times
® Be open and honest, act with integrity and uphold the reputation of your profession

As a professional, you are personally accountable for actions and omissions in your practice, and
must always be able to justify your decisions

You must always act lawfully, whether those laws relate to your professional practice or personal
life

Failure to comply with this code may bring you fitness to practise into question and endanger your
registration

The code should be considered together with the Nursing and Midwifery Council’s [NMC] rules,
standards and guidance available from www.nmc-uk.org
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The nurse working in anaesthetics and recovery has a duty of care to the patient that is clearly defined
in the NMC: The Code. BARNA has developed its code of ethical practice from this document.

BARNA Anaesthetic Recovery and Anaesthetic nurses strive to make the care of people our first
concern, treating them as individuals and respecting their dignity

Treat people as individuals

Rationale: Normal mechanisms for the protection of patient autonomy to act as an individual are
disturbed during the process of anaesthesia

During this period the nurse:

® Provide’s quality care for the patient regardless of age, sex, race, religion, disability, social or
economic status

® Maintains patient’s dignity [including modesty and privacy]

e Communicates information to the patient regarding their progress if and when appropriate

® Respects any advance directive issued by the patient

® Respects the patient’s right to participate in care

® Includes the patients family or significant others in the plan of care as desired by patient

® Advocates for patient welfare
Respect people’s confidentiality

Rationale: The patient undergoing anaesthesia trusts the nurse with confidential information regarding
his physical, social mental, economic status

During this period the nurse:

* Maintains patient confidentiality regarding all aspects of the patients status

e Safeguards that only those entitled to share knowledge of patient progress are given
information

e Safeguards the highest levels of confidentiality of written and electronic patient information

e Disclose information if you believe someone may be at risk of harm

Consent is obtained before giving any treatment of care:

Rationale: The right to perform specific treatments within the perioperative spectrum is implicit in the
patient’s formal consent to surgery pre-operatively. When the patient is conscious — the nurse must
ensure that the patient’s consent is implicit in all aspects of care given
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During this period the nurse:

e Confirms that informed consent for surgery has been obtained

¢ If the patient is unable to consent for surgery- collaborates with the medical team to ensure that
other means of consent is obtained as defined by the legislations regarding mental capacity

® Explains procedure to the awake, orientated patient where necessary and gains their consent

® Respects and supports the patient’s right to accept or decline treatment

BARNA Anaesthetic and Recovery Nurses work with others to protect and promote the health and
wellbeing of those in our care, their families and carers

Share information with your colleagues

Rationale: the peri-anaesthesia environment is a dynamic area where patient acuity changes rapidly
through the various stages of anaesthesia and surgery. Excellent communication is needed to ensure
patient safety during this period

During this period the nurse:

¢ Informs colleagues of change in patient’s clinical status

® Informs colleagues of any change in operational factor which may impact on patient
Work effectively as a team

Rationale: Safe and effective patient care is dependent on excellent team work [including physicians,
anaesthetists, surgeons, operating department practitioners, ward based nursing staff, laboratory
technicians, health care assistants, clerical staff, receptionist, cleaning staff]

®  Works within this team to implement channels of communication to assess, plan and deliver
safe patient care promptly and efficiently

® Instigates immediate action in any clinical emergency with the help of the team

® Respects all members of the team for their significant role and knowledge

e Consults and takes advice from colleagues where appropriate

® Shares experience and skills for the benefit of your colleagues
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Delegate effectively

Rationale: The perioperative team comprises many grades of expertise including health care
practitioners who are not registered to practice autonomously.

e Establishes that anyone you delegate to is able to carry out your instructions
e Confirm that the outcome of any delegated task meets required standards
® Ensures that everyone you are responsible for is supervised and supported

Manage risk

Rationale: The perioperative environment is potentially hazardous and the procedures undertaken during
anaesthesia may constitute risks for the patient

During this period the nurse:

® Evaluates patient environment for safety and addresses deficiencies

® Maintains and updates risk policies and ensures that these are followed

® Ensures that all patients are cared for by a professional nurse trained and competent to deliver
care

® Protects/removes patients from actual harm

e Acts without delay if you believe that you or a colleague may be putting someone at risk

® Follows unit policy risk assessment policies

BARNA Anaesthetic and Recovery Nurses provide a high standard of practice and care at all times
Use the best available evidence

Rationale: Perianaesthesia nursing is developing its unique body of knowledge and evidence on which to
base practice

e Delivers care based on the best available evidence or best practice

® Participates in research and audit trials to develop the body of Perianaesthesia evidence

10
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Keep skills and knowledge up to date

Rationale: Both recovery and anaesthetic nurses must continuously update their knowledge and skills as
new techniques and drugs are introduced into perianaesthetic practice. Recovery nurses acting
autonomously in the absence of the anaesthetist must ensure that they work within their established and
recognised scope of practice.

® Ensures that knowledge and skills for safe practice are assured when you work without
supervision

Identifies personal competences and participates in regular institutional performance review to
maintain and develop practice

® Recognises and works within the limits of your competence
® Keeps knowledge and skills updated throughout your working life

® Accepts accountability and responsibility for anaesthetic and recovery practice within their
scope of practice

® Recognises own professional boundaries and practice within them
Keep clear and accurate records

Rationale: the Perianaesthesia environment is a high risk area for the patient. Accurate records,
whether paper or electronic are essential to ensure that information is available to all members of the
team looking after the patient to ensure his safety

® Maintain clear and accurate records of assessment : treatment and patient progress
e Complete records as soon as possible after any event or intervention
® Do not tamper with original records in any way

® Ensure that all entries in a patient’s paper records are clearly and legibly signed, dated and
timed

® Ensure that any entries made in electronic records are clearly attributable to you

11
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® Ensure that all records are kept securely

BARNA Anaesthetic and Recovery Nurses are open and honest, act with integrity and uphold the
reputation of their profession

Act with integrity

Rationale: the patient is dependent on the complete integrity of the nurse during this vulnerable period
where he: she is unable to act autonomously

e Conforms to the UK law

® Informs the NMC and employer if you have been cautioned, charged or found guilty of a
criminal offence

¢ Informs employers if your fitness to practice is called into question
¢ Demonstrates a personal commitment to equality and diversity
e Displays integrity in all communication with colleagues, patients and significant others
Deal with problems
Rationale: Problems arise quickly in the dynamic Perianaesthesia area, and must be dealt with promptly

® Gives constructive and honest response to any patient who complains about the care they
receive

* Not allow someone’s’ complaint to prejudice the care you provide for them
e Acts immediately to put matters right if someone has suffered harm in your care
e Cooperates with internal and external investigations

Be impartial

Rationale: Anaesthetic and recovery nurses have access to privileged information and commercial
opportunities

* Does not abuse your privileged position for your own ends

12
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® Ensures that your professional judgement is not influenced by any commercial considerations

Uphold the reputation of your profession

Rationale: Anaesthetic and recovery nurses have a duty to uphold the reputation of their profession and

speciality within that profession
® Does not use your professional status to promote causes not related to health

e Cooperate with the media only when you can protect the confidential information and dignity of

those in your care

e Upholds the reputation of nursing at all times

13
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5. SCOPE OF CLINICAL PRACTICE

The nurse delivering care in the anaesthetic and recovery areas is a member of the multi-disciplinary
team responsible for the safety and quality care of all patients undergoing treatment necessitating
anaesthetic/sedation/analgesia in the following clinical settings:

¢ Main theatre complex

e Day care surgery

e Special procedures areas [cardio catheter laboratory, ECT, endoscopy, radiology, oncology]
e Labour and delivery suites

® Pain management services

e Dental clinics

e Psychiatric services

The application of the systematic nursing process of monitoring, assessment, intervention and
evaluation is key to effective nursing care within these specialised areas where rapid physiological
changes may necessitate immediate and appropriate action in support of the anaesthetist. In order to
perform effectively the nurse must perform within the limits of his/her scope of practice be it novice,
experienced or advanced level. Her theoretical clinical knowledge, experience and practice expertise
will define the nurses’ scope of practice.

The principles upheld in the The Code: Standards of conduct, performance and ethics for nurses and
midwives [NMC 2008]:

‘Provide a high standard of practice and care at all times’
Keep your skills and knowledge up to date

38 You must have the knowledge and skills for safe and effective practice when working without direct
supervision

39 You must recognise and work within the limits of your competence
40 You must keep your knowledge and skills up to date throughout your working life

41 You must take part in appropriate learning and practice activities that maintain and develop our
competence and performance

The licence for the nurse working in the anaesthetic and recovery areas to undertake any clinical role for
which he/she is properly trained and for which he/she is professionally accountable is fundamental to

14
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the NMC’s statement and is upheld in the BARNA Scope of practice. The absolute necessity to provide

formal training, supervised practice and ongoing performance review for any clinical procedures
undertaken by the individual nurse within her scope of practice is fundamental to the achievement of
safe and effective practice within these areas. The educational requirements for the performance of

clinical practice in the anaesthetic and recovery areas are outlined in BARNA Standards of Education

The scope of anaesthetic and recovery nurse practice may be regulated and procedures dictated by the

individual hospital/facility.

The Scope of Clinical Practice may include:

Preassessment of patient [with family/significant other] prior to date of surgery

Validation of preassessment information on day of surgery

Checking the anaesthetic machine and equipment

Preparation of anaesthetic agents prior to reception of patient

Assistance in the delivery of anaesthesia/sedation/analgesia

Ongoing monitoring assessment, intervention and evaluation of care in the recovery area from
reception to discharge

The Scope of Clinical Skills may include:

Assistance in the delivery of anaesthetic agents [gas/drugs] during surgical intervention
Assistance in the delivery of fluids [blood and colloids] during anaesthesia and in the recovery
area

Assistance in intubation in the anaesthetic area

Monitoring/delivery of ventilation

Setting up lines [central, peripheral]

Assistance in delivery of local anaesthesia [regional etc]

Extubation in recovery area

Removal of LMA in recovery area

Delivery of basic and advanced life support in theatre, recovery and hospital wards/units
Delivery of IV drug therapy

Delivery of fluid resuscitation therapy in recovery

Practitioners in anaesthetic and recovery units now include:

Non-physician providers of anaesthesia
Non physician consultant practitioners in PACU

15
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e Health Care Assistants in PACU
® Associate Practitioners in PACU

BARNA Scope of Clinical Practice is founded on the principles of evidence based knowledge derived from
research. While the Scope highlights practical skills it acknowledges the important of good management
principles in the delivery of safe effective care

16
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6. STANDARDS IN EDUCATION AND TRAINING

The competencies that define the role of the anaesthetic and recovery nurse are outlined here.
Competence is defined to include the knowledge, judgement, skills and attitudes appropriate to the
performance of safe and consistent standards of practice within the anaesthetic and recovery domain.
Competencies may be gained in a variety of different ways including recognised training courses,
formal/informal teaching within the unit, individual performance review and mentorship, in house
mandatory training sessions, study days, conferences, participation in unit audit and research,
membership of professional organisations.

Definition/role of an anaesthetic nurse

The anaesthetic nurse/practitioner works in collaboration with the anaesthetist in the preparation and
safe delivery of general, regional or local anaesthesia. The nurse protects the patient and provides
emotional and psychological support to alleviate apprehension and anxiety during this critical period.

Competencies

The nurse shall demonstrate competence based on applied knowledge and ongoing practice of skills to
perform the role of the anaesthetic nurse:

The anaesthetic nurse shall undergo a formal training and demonstrate the application of knowledge
based on scientific and nursing principles. This knowledge shall include the following:

®  Principles of anaesthesia

e Applied clinical pharmacology relating to anaesthesia/surgical intervention

e Applied anatomy and physiology relating to anaesthesia/surgical intervention [airway,
respiratory, cardio-vascular, central nervous, thermoregulatory systems, pain and nausea and
vomiting]

® Knowledge of surgical and anaesthetic procedures to be performed

® Perioperative nursing practice standards

® Principles of aseptic technique

e Equipment required for anaesthetic procedures

® Infection control principles

® C(Care, cleaning and maintenance of anaesthetic equipment

e Resource management

* Medico-legal requirements

e Waste management

17
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e Age/medical condition specific competencies

Whether the practitioner is a novice through to expert level of competence clinical skills will be acquired
by ongoing demonstration, supervised practice, and reflection under the tutelage of the anaesthetists
and nurse educators within this field

Formal training

The practitioner working in anaesthesia must be in training or have completed a recognised training
course in order to practice in this area. Current training courses include: Diploma of Higher Education in
Operating Department Practice / university training course in anaesthetics recognised by the NMC

Definition/role of a recovery nurse

The recovery nurse assumes responsibility for the care and clinical stabilisation of the patient in the
immediate post-anaesthetic period until they are fit for discharge to the ward. The role demands skills
assessment of their changing physical and psychological condition together with rapid appropriate
intervention to ensure their safety and comfort during this dynamic period. The nurse acts as patient
advocate during this time when the patient is unable to assume responsibility for themselves.

Competencies

The recovery nurse shall undergo formal training and demonstrate the application of knowledge based
on scientific and nursing principles:

® Anaesthetic technique and pharmacology — with special emphasis on their post operative
sequelae

¢ Knowledge of surgical procedures performed — with special emphasis on their post operative
sequelae

® Applied anatomy and physiology — airway assessment and management skills

® Applied anatomy and physiology — respiratory function assessment and management

® Applied anatomy and physiology — cardiovascular performance and management

® Applied anatomy and physiology — central nervous system function and management

* Applied anatomy and physiology — thermoregulatory system and management

® Applied anatomy and physiology — pain control regulation and management

® Applied anatomy and physiology - management of nausea and vomiting

e Cardiopulmonary resuscitation techniques

e Management of post anaesthetic/surgical life threatening complications

® Patient monitoring, assessment throughout post operative recovery
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® Planning and prioritising care throughout post operative recovery

* Knowledge of practical skills used throughout post operative recovery
® Knowledge and skill in use of equipment used in the recovery area

® Infection control principles related to recovery practice

® Medico-legal requirements

e Knowledge of standards/protocols used within recovery

e Resource management

e Waste management

® Documentation

e Age/medical condition specific competencies

The nurse working in PACU should have an appropriate orientation and development programme
ongoing with a view to undertaking a formal course in a higher education institution recognised by the
NMC

Ongoing formal education commitment

All nurses working within the anaesthetic and recovery areas should receive regular updates in the
following skills:

e Mandatory training and update on ILS/manual handling/fire training/security/health and safety

e ALS/ILS and PALS for advanced practitioners

® Training for pre-assessment skills for those working in day surgery

® Anaesthetic and recovery nursing courses

®* Management courses for experienced practitioners

® In house provision made for male catheterisation, IV drug administration, cannulation,
venepuncture

® In house unit orientation programme for all newcomers

Ongoing informal education/mentorship commitment

¢ Named facilitator appointed to manage professional development in house
e Measures in place for regular IPR reviews to review performance

e (linical mentorship — one to one supervision and instruction during practice
e Informal tutorials — one to one/group

®  Preceptorship for newly qualified staff

® Perioperative groups meetings — with all members of multi-disciplinary team
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®  Membership of professional organisation such as BARNA and have access to journals,
conference, education and standards facilities

®  Audit programmes

e Journal club to encourage research

7. STANDARDS OF PRACTICE: 12 STATEMENTS
Standard 1: Patient rights

Nursing care in the Anaesthetic and Recovery areas is founded on ethical principles respecting the
individuality of each patient

RATIONALE: the patient during the peri-anaesthetic period is vulnerable and highly dependent on the
care of others. It is particularly important that his/her right to individual respect and dignity and choice
must be observed at all times taking into consideration background, culture, personality and nature of
perioperative experience.

INDICATORS

Written policies and procedures are congruent with NMC the Code, BARNA Ethics of Practice and
appropriate legislation.

Written policies exist for identifying and resolving ethical dilemmas.

Nursing practice reflects an understanding of moral, ethical and legal issues as evidenced by NMC The
Code, BARNA Ethics of Practice and other appropriate legislation.

*Please refer to BARNA Ethics of Practice
Standard 2: Environment of Care
Nursing care in the Anaesthetic and Recovery areas is provided in a safe and planned environment

RATIONALE: the clinical condition of the patient within the anaesthetic and recovery areas is subject to
dynamic change. Facilities for monitoring, assessment and rapid intervention must be of the highest
quality and should meet standards published by the AAGBI and adopted by RCA

INDICATORS — ANAESTHETIC ROOM

The anaesthetic room will be an enclosed area which allows for a quiet environment for the induction of
anaesthesia, and will:
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® Have ease of access for the transfer of an unconscious patient to the theatre

® Provide sufficient space to allow for the safe performance of anaesthetic procedures

® Provide sufficient work surfaces

® Provide an emergency call system

® Be equipped with appropriate lighting to facilitate patient clinical assessment

® Provide access to defibrillation equipment

® Provide piped suction, oxygen and nitrous oxide

® Provide appropriate mechanisms for scavenging anaesthetic gases

® Be equipped with items required for intravenous cannulation and fluid administration

® Be equipped for insertion of invasive monitoring lines

® Be equipped for airway control and maintenance

® Be equipped for intubation

® Be equipped with an anaesthetic machine including provision for ventilation

® Be equipped with appropriate monitoring systems to facilitate immediate and ongoing
assessment

e Ensure there is secure area for safe keeping of scheduled/non scheduled drugs

® Be equipped with emergency resuscitation drugs

® Ensure daily checks on all equipment with documented records

® Ensure there are receptacles available for immediate disposal of infected/dirty material

e Ensure there is appropriate storage for supplies/equipment

® Be suitable modified — and have additional equipment if used for children

INDICATORS — RECOVERY UNIT

The recovery unit will be an open area which allows maximum observation from all places by all
recovery staff and will:

® Provide an emergency call system by each bay

® Provide piped suction and double flow meter for oxygen by each bay

e Be equipped with re-breathe circuit/airways

® Be equipped with air and oxygen outlet in at least one bay for provision of ventilation

® Be equipped with appropriate monitoring systems to facilitate immediate and ongoing physical
assessment [ECG/pulse oximetry/invasive/non invasive BP/CVP]

® Provide clearly identified emergency equipment for resuscitation

® Provide emergency resuscitation drugs

® Provide anaesthetic machine [or have one close at hand]
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® Provide appropriate lighting to facilitate patient clinical assessment

® Provide receptacles for immediate disposal of infected/dirty material

® Provide a dedicated area for paediatric recovery adult environment or dedicated in that
parental presence facilitated

® Provide means for the maintenance of patient privacy/dignity

® Provide appropriate storage for supplies/equipment

® Provide nurses station

® Provide secure area for safe keeping of scheduled drugs

®  Provide regular quality checks on all equipment with documented records

e Ensure safety checks on all patient transport trolleys/beds

Standard 3: Infection Control
Supplies, equipment and policies are inbuilt to maintain safe and effective infection control

RATIONALE: the practice of anaesthetic and recovery nursing involves handling and disposal of fluids,
which may be contaminated. A policy of universal precautions, which apply to all patients and
procedures, must be followed and provision made for the safe disposal of all material

INDICATORS:

® Provision of hand washing facilities adequate for service need

®  Provision of dirty utility area

® Appropriate receptacles for immediate disposal of infected or dirty material

e Clear in-house policies on the use of protective clothing

® Planned provision for regular contamination of area and equipment

® Provision for updating house policies in conjunction with infection control services
® Ongoing staff education regarding the principles/practice of infection control

® Tracking processes in place for decontamination of equipment

Standard 4: Staffing/Skill Mix

Staffing/skill mix ensures optimal safe practice in the delivery of patient care in the anaesthetic and
recovery areas

RATIONALE: it is essential that the recovery area will be staffed appropriately (both in terms of numbers
and skill mix) to cater for the fluctuating inflow of patients from theatre. The problems of adjusting staff
levels to match flow are well known and it is recognised that it is difficult to arrive at a universal
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equation the can be incorporated in a standard. The following criteria are essential features that
contribute to safe and effective staffing in the recovery area.

INDICATORS: ANAESTHETIC AREA
® The anaesthetic nurse will have attained [or be studying for] recognised qualification
e The nurse will work in collaboration with the anaesthetist
® In the absence of a full general anaesthetic but while a procedure is being undertaken a
qualified anaesthetic nurse should be available within the unit
e Staff/patient ratio within the anaesthetic room must be on the basis of one to one (and in the
presence of GA — anaesthetist and trained anaesthetic nurse)

INDICATORS: RECOVERY UNIT
e Staffing/skill mix must be formulated according to the clinical progression continuum, acuity of
cases, throughout and number of clinical ‘feeder’ area
e Patient clinical progression continuum for routine cases:

Reception of patient: (the patient may be unconscious or emergent from that state) Staff ratio: 1:2 (one
patient/two nurses) — to undertake handover/prioritise immediate care/set up monitoring). The skills of
the first nurse must be appropriate for the acuity of case. The helper may be a novice nurse or member
of the perioperative team
Stabilisation period: (self-ventilating with no airway adjuncts or needing respiratory assistance; the
patient’s clinical condition stabilises through this period to full recovery but may regress back along the
clinical continuum). Staff ratio: 2:1 (two patients/one nurse) skills of nurse must be appropriate to
acuity of cases. If patient’s condition deteriorates staff must be reallocated promptly.
Fit for discharge: (has met all local discharge criteria —is stable and comfortable). Staff ratio: 3:1 (three-
patients/1 nurse). The nurse looking after three patients must be experienced and may be assisted by
novice *(see appendix 1)
® Patient acuity classification. Patient acuity may progress or regress along the clinical continuum
dependent on age, accompanying medical condition, anaesthetic and surgical intervention.
Staff must be allocated promptly when deterioration occurs. Staff patient ratios must make
provision for this.
® Paediatric cases must be recovered strictly on a 1:1 basis within the reception period. During
stabilisation and fit for discharge 2 paediatric cases to one experienced nurse is acceptable.
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Throughput factor:

e The time taken to pass through each of the above stages will impact on staff/patient ratio —
complex cases will necessarily take longer to recover at each stage

® The numbers of patients on each theatre list will determine the numbers of recovery staff
required on a daily basis

e The number of ‘feeder’ areas must be considered in determining staffing levels [i.e. the total
number of theatres in use which may deliver patients at any one time]

e Shift patterns must be staggered to allow safe staffing levels during routine anticipated
maximum activity (usually towards end of morning and afternoon)

® Emergency procedures must be accounted for in planning staffing levels

e Skill/mix may include novice, experienced and expert practitioner. The novice must work under
supervision from her senior colleagues — this factor must be taken into account in planning
staffing provision

e Suitable means of communication must be available to alert theatres when the recovery area is
full/or if for any reason there is an unsafe level of staffing in recovery

® The nurses in charge of recovery must be authorised to alert theatres to stop the lists at any
time if recovery staffing levels are unsafe / contact line manager to intervene

It is the responsibility of the nurse in charge of PACU to forecast unit activity (using audit) and match
nurse ratio to known surgical needs. On a daily basis the nurse in charge of PACU will direct utilisation
of nurses/skills according to changing patient numbers and acuity.

*please see appendix 1
Standard 5: Staff Clinical Development

The nurse shall demonstrate continuing clinical expertise and professionalism based on sound
theoretical practice

RATIONALE: advanced critical judgement/practical skills are required by the nurse to work in these areas
which may be developed by clinical training courses, practical supervision and in house mentorship which
should be available to all staff. Professionalism incorporates the development of managerial and
leadership skills at all levels.

INDICATORS:
e QOrientation programmes will be available for all new members of staff

®  Preceptorship for newly qualified staff
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* A named facilitator will be appointed to manage professional development in house

e Mandatory training and update will be provided for BLS/ILS/ALS manual handing/fire
training/health and safety for all staff

® Measures will be put in place for regular performance review with ongoing mentorship
provision

e Opportunities will be available for nurses to undergo formal recognised training courses in
anaesthetics and recovery

e Reflection will be used to enhance self peer review and develop own skills/knowledge

e Training will be provided for pre-assessment/paediatric skills

® In-house provision will be made for the extended practice of the nurse

®  Provision will be made for experienced staff to attend management courses

® Role modelling, mentorship will be available as means to encourage positive professional
attitudes

® Professional attitudes should demonstrate an openness to constructive criticism, and awareness
of personal limitations, knowing when to ask for advice

® Leadership skills should be demonstrated by those with management responsibilities to
motivate members of the team and enhance patient care

e Management skills should be include the use of effective/responsible delegation and the art of
managing the poor performer

*Please refer to BARNA — Education Section
Standard 6: Nurse Accountability
The nurse will be accountable for his: her scope of practice

RATIONALE: the nurse is accountable for her standard of care within her scope of clinical practice and
must ensure that she is adequately prepared for her role. From the onset of anaesthesia until full
recovery the patient may pass through different planes of consciousness — the nurse must act as to
protect & support the patient during this vulnerable period

INDICATORS:

The nurse must:
® Practice in accordance with current local standards of practice
® Be aware of advances and changes in clinical practice and research
®  Practice within the BARNA Ethics of Practice Code
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Use professional development reviews to discuss scope of practice with senior ensuring that
adequate training : assessment is given in respect of the practice of new skills

*Please refer to BARNA: Ethics of Practice/Educational Standards

Standard 7: Established Guidelines for Practice

Nursing practice will be developed within established local: national guidelines for practice

RATIONALE: local guidelines shall be formulated to further define practice within individual hospitals:

units. These will cater for and reflect local circumstances, which impact on the service provided. The

generic national standards of care will underpin all local guidelines drawn up

INDICATORS:

Written guidelines (procedures/policies/protocols) as follows shall further define local practice and be
made available to all staff. These guidelines will be reviewed, audited and updated regularly. They need
to be time related where relevant

Patient care integrated pathways to identify the needs of particular clinical groups
Pre-assessment guidelines

Guidelines on care in immediate patient into recovery

Guidelines on frequency of physical observations

Guidelines on patient discharge

On specific clinical skills to be performed within scope of practice i.e. extubation/removal of
LMA defibrillation

Specific guidelines relating to patient category (paediatric/elderly, pregnant) medical pathology
(diabetes, cardiac, respiratory), & surgical speciality

Pain assessment protocol

Procedures for the checking and administration of drugs

Policies on use of monitoring and resuscitation equipment

Policies for intervention in emergency clinical events

Procedures for fire, infection control, internal/external disasters and handling of hazardous
material

COSHH regulations

Staff orientation programmes / development programmes

Preceptorship responsibilities

Cultural diversity — with regard to practice issues i.e. on decease of patient
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Standard 8: Research

The nurse shall use research based evidence in practice and participate in developing research
projects

RATIONALE: the nurse has a duty to update her clinical knowledge and skills on the latest research based
evidence in order to function effectively within her scope of practice

INDICATORS:
e Research findings appropriate to clinical practice are incorporated into nursing care where
relevant

e Research projects are encouraged in the anaesthetic and recovery areas to improve patient care
® Channels of communication shall be assessed to disseminate research generated locally and
nationally where significant

Standard 9: Patient Care Clinical Pathway

The nurse collaborates to deliver patient care based on a planned cycle of clinical monitoring,
assessment, implementation and evaluation

RATIONALE: rapid clinical change takes place from the onset of anaesthesia until full recovery. Dynamic
care should be planned accordingly along the on-going monitoring, assessment, intervention and
evaluation cycles throughout this period

INDICATORS:

® The nurse uses touch, listening, observation and monitoring technology as appropriate in
assessing the clinical needs of the patient during all stages of the pathway

® The nurse collaborates to formulate a care pathway appropriate to the patients individual needs
(based on age, medical history, surgery etc)

® The nurse collaborates with the patient carers where necessary

® The nurse implements the care pathway — constantly re-prioritising according to the changing
clinical condition of the patient

* The nurse constantly evaluates the effect of the care delivered and delivers appropriate clinical
intervention accordingly
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Standard 10: Nursing Care

The nurse shall deliver excellent standards of physical and psychological care & support during the
anaesthetic and recovery period

RATIONALE: the nurse constantly assesses the patient for signs of discomfort, be it physical or
psychological during this period. High standards of care given will ensure that the patient progression
through this critical period is kept as comfortable as possible

INDICATORS:

The nurse will ensure that the patient is kept clean throughout this period

The nurse will ensure that pressure area care is delivered during this period

The nurse will ensure that the patient is reasonably pain free by means of analgesia, distraction
therapy and comfort measures

The nurse will ensure that the patient is not nauseated or actively vomiting by means of anti-
emetics

The use of imaginative comfort measures [mouth care : positioning) are employed in patient
care

The nurse will ensure that the patient is kept warm throughout this period

Emotional support (reassurance, touch, explanation, simple direction) is employed to relax the
patient and aid recovery

If the environment is suitable parents and carers will be allowed alongside their children or
patients with reduced mental capacity in the anaesthetic room / PACU

The environment will be planned to reduce anxiety either in the anaesthetic / PACU areas (i.e.
music may be employed)

See BARNA standards of assessment

Standard 11: Communication

The nurse will collaborate with the multi-disciplinary perioperative care team — maintaining clear
lines of written and verbal communication
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RATIONALE: the safety and well-being of the patient depends on excellent communication (verbal and
written) between all members of the multi-disciplinary perioperative team, the patient (patient carers)
and the ward staff

INDICATORS:

® The nurse will communicate with all members of the multi-disciplinary team involved in the
patient care

e Nurse communication must be appropriate to the individual patient +/- carers and delivered
in clear understandable language

¢ The nurse will communicate immediately any significant adverse change in the patient
condition to the anaesthetist in charge of the case/or in his absence/nearest available
anaesthetist

® The anaesthetic nurse will receive details of the patient from the ward nurse on patient
reception into the anaesthetic room

e The nurse will clearly document (written/electronic) all care given by herself within the
anaesthetic period — documentation will be time related

e The nurse will receive a clear and concise handover from the anaesthetist/theatre staff on
patient reception into recovery

e The recovery nurse will clearly document (written/electronic) all care given to the patient in
her care

® The nurse will give a clear and concise verbal handover to the ward nurse (maintaining
confidentiality) on patient discharge

Standard 12: Unit Performance Review

Practice within the anaesthetic and recovery areas will be reviewed & evaluated regularly
RATIONALE: unit performance must be reviewed regularly in order for individual practitioners to
develop their practice, and for quality standards of patient care to be maintained within local

guidelines to be maintained within local guidelines and standards for practice

INDICATORS:
e Systems will be put in place for the provision of standard setting, formulating guidelines, audit
and bench marking of clinical practice
® Ateam approach will be used to initiate and deliver the above systems
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®  Problem areas will be identified and the above system will be used to audit and improve
performance

®  Routine audit will be carried out on all aspects of care

e Standards and audit tools will be reviewed and updated regularly

8. STANDARDS OF MONITORING AND ASSESSMENT

These standards derive from Standard of Practice No.9 Care Clinical Pathway. The nurse collaborates to
deliver care based on a planned cycle of clinical monitoring, physical assessment, implementation and
evaluation (see appendix 1). The patient undergoing surgical intervention under general anaesthesia
will experience physiological changes brought about by the combination of anaesthetic and surgical
intervention. While the majority of patients make an uneventful recovery, normal homeostatic
mechanisms will be disturbed to some degree during general anaesthesia and may result in airway
dysfunction, inadequate respiratory effort, rapid fluid shifts, varying levels of consciousness,
hypothermia, pain, nausea and vomiting. The nurse must be vigilant in monitoring physical changes and
assessing their significance, implementing care and then evaluating the effect of that intervention.

Monitoring the physical condition of the patient involves the use of all senses [feel for warmth, listen for
sounds of airway obstruction etc] as well as technical equipment. Assessing the significance of the
collated information relies on the clinical judgement of the nurse in taking into account particulars of
the patients’ age, previous medical history, surgery and anaesthetic. Observations should be taken
regularly as a baseline rule, [every 10 minutes], and, where the patient’s condition deteriorates, more
frequently [every 5 minutes].

Patient assessment standards are intended as a basic set of principles to assist the nurse in providing
consistent, safe anaesthetic and recovery care. They may be used in any situation involving anaesthesia
(general, regional, local). These standards have been formulated on the physical ‘systems’ approach
prioritising each system, as it would be monitored in a real practice scenario.

Anaesthetic Nurse

The ANAESTHETIC NURSE assesses the patient constantly from their arrival in the anaesthetic room until
their transfer to the immediate post-operative recovery area. During the process of anaesthesia
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monitoring devices must be attached at all times, alarms set and the patient observed together with the
monitoring input. Clinical monitoring / assessment is as follows:

A Mental/Emotional Status

Rationale : anaesthesia and surgery presents a challenge to many people. Once in the anaesthetic room,
they are often emotional, anxious and distressed. This may result in a difficult induction, as they will
often require larger doses of induction agents to attain narcosis. In some instances administration pre
induction of a drug that reduces anxiety should be considered.

Standard : patients’ mental and emotional status will be monitored by:
® Verbal communication (talkative, non communicative, aggressive)
® Facial expressions (fear, anxiety, non-comprehension, lack of expression)
® Non verbal communication (body language, restlessness, rigidity of posture, seeking physical
reassurance, avoiding touch)
® Vital signs (increase in blood pressure, tachycardia, tachypnoea)

In assessment consideration should be made for the following:
e Patient’s medical history and social circumstances (from notes, anaesthetic assessment, ward
information)
® Route and nature of admission for surgery (planned, emergency, inpatient, day case, alcohol,
recreational drugs, assault, accident)
® Assessment of the nature of anaesthetic technique, surgery and its likely significance to the
patient

B Respiratory Function Assessment [Work of Breathing]
Rationale: to assess patient’s respiratory function at induction and during maintenance of anaesthesia
(induction and anaesthesia may result in inadequacy of airway or depressed respiratory drive)

Standard: the following will monitor respiratory function:
e Patient colour
® Adequacy of airway — provide equipment to maintain patency and collaborate during insertion
e Respiratory effort — monitoring of tidal and minute volumes, (rate, depth, pattern of breathing,
use of accessory muscles)
® Level of oxygenation — saturation of oxygen measured by pulse oximetry
* Adequacy of ventilation — end tidal C02 measured by capnography
e Auscultation of chest for breath sounds
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e Arterial blood gases to determine oxygenation, ventilation and pH
e Adequacy of lung function and compliance — monitoring of airway pressures

In assessment consideration should be given to the following:
® Anaesthetic agents which may depress the respiratory centre/lead to flaccid muscle tone and
may result in slow inadequate respiration or obstructed airway
® Vomit, secretions or any other material which may occlude the airway
® Take into account the patient’s previous medical history (asthma, chronic obstructive pulmonary
disease)

C Circulatory Function Assessment (cardiovascular status)

Rationale: to assess patients circulatory function (anaesthesia may depress cardiac function, surgery may
result in significant blood loss and consequent inadequacy for cardiovascular system to deliver sufficient
blood to meet tissue demands)

Standard: the following will monitor circulation:

e Baseline vital signs for blood pressure/heart rate and rhythm

e  Skin (for colour, temperature, turgor, oedema, and diaphoresis)

® Nailbeds for capillary refill

® Invasive monitoring of arterial pressure where indicated

® Central venous pressure monitoring where indicated

® Continuous ECG monitoring

e Continuous assessment of surgical blood loss (weighing swabs to estimate blood loss and
monitoring of blood collected in the suction unit)

In assessment consideration should be given to the following:
e Use of anaesthetic drugs which may depress the heart/cause vasodilation
e Use of anaesthetic technique such as spinal / epidural which may cause vasodilation
e Total fluid input perioperatively (all colloids, crystalloids & blood products)

D Neurological assessment (level of consciousness)
Rationale: to ensure that the patient is maintained at the surgical level of anaesthesia and not waking up
on the operating table
e Continuous cardiovascular monitoring (light plane of anaesthesia — tachycardia / hypertension —
deep plane of anaesthesia bradycardia / hypotension / decreased respiratory rate)
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e Use of specific consciousness monitors when available

® Response to stimuli on induction and emergence (verbal, physical)
® Assessment of motor function (excitation, movement)

®  Pupil size and reaction

In assessment consideration should be given to the following:
® Drugs administered and their reactions
® Maedical history of cerebral dysfunction

e Nature of surgery

E Neuromuscular Function assessment (muscle tone)

Rationale: to assess patient neuromuscular function as muscle tone may be affected for a variety of
reasons both intentional and inadvertent (Anaesthesia will result in a degree of relaxation:
administration of muscle relaxants may be required to facilitate the surgical procedures or to enable
intubation. Malignant hyperpyrexia may present with muscle rigidity at or shortly after induction).

Standard: the following will monitor strength of neuromuscular tone:

e Assessment for muscle tone using nerve stimulator (either to allow top up doses of muscle
relaxants during surgery or assess the degree of blockade present to determine appropriateness
of administering a reversal drug)

*  Motor tone — limb rigidity in the advent of malignant hyperpyrexia

® Breathing pattern and effort on emergence from anaesthesia
In assessment consideration should be given to the following:

e Neuromuscular blocking agents used perioperatively, half lives of drugs administered and time
of reversal

e Suxemethonium apnoea and Mivacurium apnoea

e Dual blockade as a result of repeated doses of succinyl choline

F Renal Function (fluid balance)

Rationale: anaesthesia and surgery will impact on normal homeostatic fluid distribution

Dehydration caused by pre-operative fasting, hypovolaemic shock in emergency cases and significant
fluid loss perioperatively may result in renal/cardiovascular/neurological impairment
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Standard: the following will monitor renal function:

Cardiovascular status (blood pressure, heart rate, central venous pressure, temperature)
Patient total input (including colloids, crystalloids and blood products)

Patient total output (urine, blood loss, nasogastric tube, insensible loss, 3 spacing)
Patency of urethral catheter / supra-pubic catheter if present

Diuretics used perioperatively

Laboratory results (urea and creatinine to assess renal function)

In assessment consideration should be given to the following:

Patients previous medical history — where taking diuretics routinely, whether starved for
prolonged period of time preoperatively or for those with a history of acute or chronic renal
failure

Nature of surgery — prolonged abdominal surgery can result in significant clear fluid loss

G Thermoregulation (temperature control)
Rationale: prolonged surgery may result in hypothermia, which in turn will delay patient recovery.

Malignant hyperpyrexia is a rare life-threatening complication of anaesthesia (characterised by rapid rise

in temperature, high end tidal C02, muscle rigidity, tachycardia and acidosis)

Standard: thermoregulation will be monitored by:

Core temperature monitoring where appropriate and use of warming devices (Bair Huggers,
mattresses, warmed intravenous fluids, raised ambient air temperature for paediatrics)
Peripheral temperature ( by feel or with probe)

Excessive diaphoresis

Patient colour

In assessment consideration should be made for the following:

H Pain

Elderly and paediatric patients are at special danger from hypothermia (consider age of patient)
Consider the nature of surgery: heat loss via evaporation is maximised during long abdominal
cases.

Those at risk of raised temperature [malignant hyperpyrexia]

Rationale: the anaesthetised patient exhibits the physiological response to pain. If this pain is not
controlled during the surgical procedure then difficulties will arise maintaining the plane of anaesthesia
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Standard: pain control will be monitored by:

*  Monitoring vital signs (hypertension, tachycardia, tachypnoea)

® Observe for crying, restlessness, signs of distress

e Assessment by asking patient — (if they have undergone local or regional anaesthesia)
In assessment consideration should be made for the following:

® Nature of surgery and whether analgesia is sufficient

® Assessment of the patient prior to anaesthesia

Recovery Nurse

The RECOVERY NURSE takes over patient care after a handover from the anaesthetist when she: he is
satisfied about the patient’s clinical status. She: he monitors and assesses the patient constantly from
immediate receptions until discharge as follows:

A AIRWAY ASSESSMENT

Rationale: the patient’s airway is at risk of partial to full obstruction until him: she regains full
consciousness. Failure to observe airway obstruction and act swiftly to alleviate this may rapidly lead to
serious hypoxia which if prolonged will cause death.

Standard: airway patency will be monitored by:
Look, listen, feel for:
Level of consciousness
Colour
Saturation of oxygen
Breathing pattern
Sounds of obstruction [stridor: snoring: gurgle]

In assessment consideration should be made for the following:
Patient’s physical appearance
Surgical procedure if it involved the head and neck [i.e. nasal, throat or dental surgery may
cause bleeding into the airway]
Type of airway adjunct used [Endo tracheal intubation may produce laryngospasm]
Danger of aspiration causing airway obstruction
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B RESPIRATORY ASSESSMENT

Rationale: to assess patient’s respiratory function [anaesthesia may result in depressed respiratory drive
and weak intercostal muscles leading to hypoventilation with possible hypoxia and accumulation of

carbon dioxide]
Standard: respiratory assessment will be monitored by:

Look, listen, feel for:

Level of consciousness

Adequacy of airway

Respiratory effort [rate, depth, pattern of breathing, use of accessory muscles]
Level of oxygenation — saturation of oxygen measured by pulse oximetry
Patient colour

Auscultation for breath sounds

Advanced practice will include:
Ventilator observations
Arterial Blood Gases [ABG’s] to determine oxygenation and ventilation

In assessment consideration should be made for the following:

Anaesthetic mixture of volatile agents and opioids which may depress the respiratory centre leading to

hypoventilation

Muscle relaxants which may leave residual weakness in the respiratory muscles contributing or causing
hypoventilation

Diseases such as myasthenia gravis which may lead to respiratory weakness

Patient may have a medical history of asthma, chronic obstructive airway disease which may contribute
to impaired respiratory performance

C CIRCULATORY ASSESSMENT
Rationale: to assess patient’s circulatory function [anaesthesia may depress cardiac function, surgery

may result in significant blood or fluid loss and consequent failure of cardio-vascular system to deliver
sufficient blood to meet tissue demands
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Standard: circulation will be monitored by:
Level of consciousness
Baseline vital signs for blood pressure: heart rate and rhythm
Skin [for colour, temperature, turgor, oedema and diaphoresis]
Nail beds for capillary refill
Peripheral arterial pulses for rhythm, amplitude, bilateral equality where indicated
Central venous pressure
ECG monitoring
Signs of overt bleeding [drains, dressings], concealed bleeding [distension, swallowing, altered
level of consciousness]

In assessment consideration should be made for the following:

Use of anaesthetic mixture of drugs which may depress the heart: cause vasodilation
Use of anaesthetic technique such as spinal: epidural which may cause vasodilation
Total fluid input perioperatively [all colloids and crystalloids]

Total fluid output up to recovery period

D NEUROLOGICAL ASSESSMENT

Rationale: to assess patient’s neurological status [general anaesthesia will depress the central nervous
system rendering the patient unconscious]

Standard: the following will monitor neurological function:

Baseline vital signs [CVS: respiratory]

Level of consciousness [responses to verbal, tactile stimuli]: AVPU score

Glasgow Coma Scale [include verbal orientations / motor function / pupil response] in cases where
normal return to full consciousness, motor function and orientation has not occurred within a
reasonable length of time

In assessment consideration should be made for the following:

Use of anaesthetic drugs which may delay the return to full consciousness
Any previous medical history of cerebral dysfunction
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Nature of surgery — e.g. carotid endarterctomy may give rise to concern with delay in return to full
consciousness

E NEUROMUSCULAR FUNCTION

Rationale: to assess patient neuromuscular function [muscle relaxants used in anaesthesia will paralyse
muscle tone. If complete reversal does not take place intercostal respiratory muscles strength will be
impaired

Standard: the following will monitor strength of neuromuscular tone:

Breathing pattern [strength, depth and rate of respiration]

Motor tone — limb weakness [test by hand grip, sustained head lift, ability to stick out tongue]
Patient distress [extreme anxiety brought on by not being in control of breathing]

Signs of hypoxia if inadequate reversal pronounced

Cardio-vascular changes — rise in BP and heart rate brought on by agitation

In assessment consideration should be made for the following:
Neuromuscular blocking agents used perioperatively and time / agent of reversal

F RENAL FUNCTION
Rationale: general anaesthesia and surgery will impact on normal homeostatic fluid distribution.
Significant fluid loss perioperatively may result in renal: cardiovascular and neurological impairment

Standard: the following will monitor renal function

CVS status [blood pressure, heart rate, central venous pressure, temperature and colour]
Patient total input [including colloids, crystalloids]

Patient total output [urine, blood loss, drains, NG tube aspirate, insensible loss, 3" spacing]
Patency of urinary catheter

Bladder distension

Diuretics used intraoperatively

Laboratory results [urea and creatinine to assess renal function]

In assessment consideration should be made for the following:
Patient’s previous medical history [period of pre-operative starvation — use of diuretics or acute: chronic
renal failure]
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Nature of surgery: prolonged abdominal surgery can result in significant fluid loss by evaporation and 3"
spacing

G THERMOREGULATION

Rationale: prolonged surgery may result in hypothermia, which in turn will delay patient recovery.
Malignant hyperpyrexia is a dangerous complication of anaesthesia and must be looked out for

Standard: thermoregulation will be monitored by
Core temperature taken on arrival in recovery
Peripheral temperature [by feel or with probe]
Shivering

Excessive diaphoresis

Patient colour

Level of consciousness

In assessment consideration should be made for the following:

Age of patient [elderly and very young patients are at increased risk from hypothermial
Consider how patient has been warmed in theatre and the nature of surgery

Length of time of exposure in theatre

Fluid loss intraoperatively

Patients suffering from burn injuries

History of malignant hyperpyrexia [with rapid rise in temperature]

H NAUSEA AND VOMITING

Rationale: many anaesthetic drugs cause nausea and vomiting which is unpleasant for the patient, may
cause transient hypotension and in the unconscious or semi-conscious patient may lead to aspiration.
Anxiety is linked with a previous medical history of vomiting — this is both a physical and psychological
phenomenon

Standard: nausea and vomiting will be monitored by
Asking the patient if he/she has nausea

Observe for signs of swallowing, retching
Colour — pallor
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Vital signs for accompanying tachycardia, hypotension

In assessment consideration should be made for the following:

Patients with previous medical history of vomiting may demonstrate intractable condition

Patient known to be at high risk: gynaecological, children, ENT surgery

Consider intraoperative use of opioids, any use of anti-emetic drug and time of dosage

Consider how long the patient has been nil by mouth and the need for intra-venous fluid replacement

I PAIN
Rationale: pain can be severe in the immediate post operative phase and can significantly delay the full
recovery of the patient

Standard: pain will be monitored by

Monitoring facial expressions, signs of restlessness

Monitoring vital signs [hypertension, tachycardia, tachypnoeal
Assessment by asking patient for pain score

In assessment consideration should be made for the following:

Use of balanced analgesia using a combination of:

Opioids

NSAIDs

Paracetomol [especially intra venous dose]

Regional block: local block: spinal or epidural

Noting dose and time analgesia given intra-operatively

Nature of surgery and potential for pain

Cultural and age specific risk of pain

Consider substance abusers or those with chronic pain dependent on opioids

J MENTAL: EMOTIONAL STATUS

Rationale: surgery presents a real challenge to many people. When it is over, they are often emotional,
anxious and distressed. This may delay recovery and make pain relief more difficult

Standard: patient’s mental and emotional status will be monitored by

Facial expressions [fear, anxiety]
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Vital signs [increase in blood pressure, tachycardia, tachypnoea]
Verbal questioning of how they are feeling

In assessment consideration should be made for the following

Patient’s medical history and social circumstances [from notes, anaesthetic record, ward information]
Assessment of the nature of surgery and its likely significance to the patient

Emotional status of patient — need for touch, reassurance, orientation

Patient’s age especially paediatric and elderly patients

In the immediate reception of the patient monitoring [and in any event where the patients condition
deteriorates] monitoring should be taken recorded every 5 minutes while assessment should be on-
going. In any event where the nurse has not got the skills and experience to care for the patient, help
should be sought immediately.
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Theatre Services Department

Standard Operating Procedure

Procedure Reference Number: SOP – TSD 01


Preparation of clinical areas 

		Aim:
To provide a safe, efficient and professional working environment for all patients, theatre staff and service users








Common Responsibilities

A full check must be performed at the beginning of each operating session

· The fabric of the theatre, all equipment and sundries are clean and dust free.

· Ventilation, heating and humidity are checked and set appropriately


· The theatre and its equipment are checked prior to operating list commencement.

· All necessary resources are available for safe and effective service to the patient and users.


Specific Anaesthetic Responsibilities


A full check must be performed at the beginning of each operating session


· The anaesthetic machines should be checked in accordance with theatre operational procedure SOP-TSD 02 

SOP-TSD%2002.doc

· All anaesthetic room equipment functions correctly.


· Required sundries and consumables are readily available.


· Any special requirements are identified and met.


· The checks are the responsibility of the anaesthetic assistant for each theatre.


· A full record of checks performed must be logged and signed for in the folder in each anaesthetic room.


Specific Scrub Team Responsibilities


A full check must be performed at the beginning of each operating session

· The diathermy and suction machines are clean and in working order.


· The theatre lights are clean and in working order

· Fittings for support and positioning of patients are readily available in the operating theatre and are clean and fit for purpose

· Any additional equipment required is available and in working order.


· Required instrument trays, supplementary packs and extras are available.


· Required sundries and consumables are readily available.

· A full record of checks performed must be logged and signed for in the folder in each Theatre.

Specific PACU Responsibilities


· The anaesthetic machines should be checked in accordance with theatre operational procedure No.2


· All PACU bay and room equipment functions correctly.


· Required sundries and consumables are readily available.


· Any special requirements are identified and met.


· A full record of checks performed must be logged and signed for in the folder in each PACU room.


· Defibrillator check performed and recorded link checking defibs link page from EBME section  


Additional information available via Preference books within each theatre and on SharePoint.
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Theatre Services Department Standard Operating Procedure

Procedure Reference Number: SOP-TSD 02

Checking Anaesthetic Machine prior to use

Aim:
To carry out daily routine checks on the anaesthetic machine prior to use.

The anaesthetic/recovery practitioner is responsible for

· The daily/routine anaesthetic machine checks prior to the Anesthetists check.  As Anaesthetists has a primary responsibility to understand the function of the anaesthetic equipment and to check it before use.


· Checks should be carried in accordance with AAGBI guidelines. http://www.aagbi.org/sites/default/files/checklist_for_anaesthetic_equipment_2012.pdf 


· Full records of checks performed should be documented and stored in the folder in each clinical area. 


· Anaesthetic machine failures are remedied immediately following SOP-TSD 14.

References: http://www.aagbi.org/sites/default/files/checking_anaesthetic_equipment_2012.pdf 
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 07

Care and Maintenance of the Defibrillator


		Aim:
The Defibrillator will always be available for instant use








Anaesthetic and Recovery staff are responsible for ensuring that the Cardiac Arrest Drugs tray/box in the Anaesthetic/Recovery Room areas are in date and sealed as part of the pre-list checks. 


The Defibrillators must be checked on a daily basis, and a signed record of the check must be kept. The Medical electronics / medical physics staff are responsible for a monthly / BI-monthly maintenance check of all the defibrillators.


The resuscitation/defibrillator trolley is only to be used for emergencies or cardioversions items are not to be borrowed as a matter of convenience.
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 08


Use of Anaesthetic Exhaust Gas Scavenging Equipment within the operating theatres


Anaesthetic exhaust gas scavenging (A.E.G.S.) equipment is used to remove volatile anaesthetic vapours and anaesthetic gases expired by the patient undergoing anaesthesia.


The areas in which anaesthesia may be administered have facilities for the scavenging of waste anaesthetic gases, either by active or passive means.  These should conform to established safety standards.


The A.E.G.S. plant, including patient outlets, should be serviced following recommended guidelines.

All vaporiser and flowmeters should be switched off when not in use.


Vaporisers should be replenished at end of operating list/case in the recommended manner.


Ambient cumulative anaesthetic vapour concentrations should be re-assessed at intervals in line with current COSHH limits and recommendations.

Whilst there is no current direct evidence linking exposure and complications of pregnancy, should staff so request appropriate risk assessment will be undertaken.

Further information The Health and Safety Booklet, H40/97 (occupational Exposure Limits)
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 09


Safe Patient Transfer and Positioning throughout the surgical journey

		Aim:
To position the patient for anaesthetic and surgical access without causing harm and to ensure safe transfer and care with regard to manual handling in the recovery phase







There is a collective responsibility for ensuring the safe movement and positioning of patients in the peri-operative period, which requires co-operation between all members of the theatre team.


Patients will be moved and positioned using recognised techniques and aids to prevent harm to them and to staff.  This also applies to the transfer of patients from one area of care to the next.

Assessment of risk will be performed prior to transfer/positioning of patients by all members of the peri-operative team at all stages of care. 


The recommended method of patient transfer from trolley to operating table and from operating table to bed or trolley is by using the Patslide and slide sheets with a minimum of 4 people. It is recommended that patients are positioned using slide sheets and that where appropriate the slide sheet(s) are left in position during transfer to other areas of the department.  When leaving slide sheet(s) in place during transfer an assessment of risk to the patient must be carried out before transfer takes place and if required 


· a slide sheet removed

· trolley broken so that the feet and head are raised slightly to create a dip in the middle


· slide sheets split from each other at the leg and head end of the patient


To ensure that no harm befalls the patient a member of the team must remain with the patient until slide sheet(s) are removed and surgical prep commences.


Following surgery prior to transfer from the operating table a member of staff must remain with the patient to ensure their safety.

Transfer and moving the patient will always be co-ordinated by the anaesthetist when present or a designated person.

All staff are expected to co-operate whenever reasonable in the transferring and handling of patients, unless specifically exempted through medical certification.


All staff will undertake the All Wales Manual Handling Passport and relevant theatre based training and updates. (Ref: SOP-TSD 100 Manual Handling within the Theatre Department).

Specific Responsibilities


The anaesthetist is responsible for:


· The co-ordination of patient transfer in which they participate


· Ensuring that the patient is anaesthetically safe prior to commencement of surgery.

The surgeon is responsible for: 


· Ensuring safe positioning and surgical access.


The Theatre team act as the patient's advocate and is responsible for:


· Ensuring safe transfer and positioning

· Ensuring pressure areas are protected


· Checking positioning aids and padding


· Safe transfer throughout the department


· Document details in care plan


Regulations and References:

· The Health and Safety at Work Act 1974


· Management of Health and Safety Regulations 1999, amended 2003 and 2006


· Manual Handling Operations Regulations 1992, amended 2002


· The Association for Perioperative Practice 2016 Standards and Recommendations for Safe Perioperative Practice, 4th Ed, Harrogate AfPP
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 10


Dress & Jewellery Code including Decontamination of Theatre Footwear

		Aim:
To minimise the risk of cross infection, injury or hazard to patients and staff.







To  minimise the risk of cross infection theatre clothing will only be worn by personnel working in the operating department. Staff should not wear/take theatre clothing home or to oncall rooms.  Hand hygiene should be performed prior to and following the putting on or taking off of theatre clothing, foot and head wear.

Only in exceptional circumstances e.g. transfer of critically patient to another hospital or emergency in grounds of hospital is theatre clothing permitted to be worn outside the hospital. 

Dress code audits will be undertaken regularly and compliance monitored during the audit process (Appendix 1 and 2).

1. Dress Code

All staff will:

· change into clean and intact theatre clothing at the start of the shift or when required throughout the shift


· A clean vest or short sleeved T-shirt is permissible under your theatre top, but the sleeves must not be longer than the theatre top

· Arm covering(sleeves) may be worn when outside of the clinical area, they should not have any clips, or embellishments on them and must only be applied following hand hygiene.  They must be removed on entering the clinical area and kept in the pocket of your theatre clothing, hands should be washed when sleeves removed.


· Theatre Jackets are only to be worn in extreme circumstances as they do not comply with ‘ABMU policy of bare from the elbows down’, and should not be worn during high risk clinical work.  Theatre Jackets must be made of closely woven cotton to comply with the requirements of theatre clothing they should be washed daily and should not contain any embellishments on them if they become contaminated they must be changed immediately.

· Prior to leaving the changing room a theatre hat must be put on, disposable theatre hats/caps are provided, these should be put on ensuring that 

Female: all hair is within the hat

Male: if hair is short a cap may be worn, ensuring that front of hair is within the cap,  if hair is long then a hat must be worn with all hair within the hat


Cotton hats/caps/headcovering: These should not have any clips, or embellishments on them.  When wearing own cotton hat/cap/headcovering, you must abide with the conditions above, you must also wear a clean hat daily and should have an adequate supply with you to replace the hat/cap/headcovering should it be contaminated, or you must replace with a disposable hat/cap

· wear clean and appropriate theatre footwear

2. Jewellery

Permitted jewellery consists of:


· A plain band wedding ring

· one pair of small stud earrings (no stones) if worn these must be covered by the cap/hat/headcovering

Wristwatches must not be worn in the clinical area.

3. Decontamination of footwear


· It is each individual healthcare workers responsibility to ensure that their footwear is decontaminated.


· Footwear should be clean and ready for use. 

· Footwear should be decontaminated at the end of shift, or when deemed necessary during the shift


· Footwear should not be left in a contaminated state.


· Staff with visibly contaminated footwear will be refused entry to the theatre and instructed to decontaminate their footwear immediately.

Cleaning of Footwear

Clean footwear with cleaning wipes suitable for disinfection and blood spillages, following manufacturers’ instruction. 


Cleaning wipes are available in all sluice and changing areas.

(product in use 2012 - Chlor-Clean Wipes Guest Medical)


4. Personal Protective Equipment (PPE)


Always wear protective gloves, apron and appropriate face/Eye protection if there is a risk of splashing.


Remove and discard PPE immediately after decontaminating footwear. 


Always wash your hands after removing PPE.

References:


AfPP Standards and Recommendations for Safe perioperative Practice. 3rd edition. Revised June 2011

Appendix 1


Uniform policy audit

Theatre……………
Date……………      Auditor…………………………..  


Number of staff in Theatre at time of audit………… 

Theatre Practitioner(s)…….  Medical Staff………Other (i.e. – Radiographer)…………


Please indicate in box when completing         Th = Theatre staff    M = Medical Staff       O = Other

		Item

		Compliant(relevant box

		Condition(relevant box

		Worn at appropriate time

		Comment and name of person concerned if non compliant or contaminated 



		

		Yes

		No

		Clean

		Contaminated

		Yes

		No

		



		Theatre suit

		Th

M


O

		Th


M


O

		Th


M


O

		Th


M


O

		N/A

		N/A

		



		Theatre Jacket

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		



		Theatre footwear

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		N/A

		N/A

		



		Hat

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		



		Jewellery

		Th


M


O

		Th


M


O

		N/A

		N/A

		N/A

		N/A

		



		PPE

		

		

		

		

		

		

		



		Mask

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		



		Eye protection

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		



		Apron

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		



		gloves

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		Th


M


O

		





Guidance for Auditors

Theatre clothing 


Clean and intact, trousers are not trailing on the floor and if too long have been rolled up and secured

Theatre jacket

Theatre Jackets should be worn in extreme circumstances as they do not comply with ‘ABMU policy of bare from the elbows down’ and should not be worn during high risk clinical work.  

Theatre Jackets must be made of closely woven cotton to comply with the requirements of theatre clothing they should be washed daily and should not contain any embellishments on them.


Hats


Female: all hair is within the hat


Male: if hair is short a cap may be worn, ensuring that front of hair is within the cap, if hair is long then a hat must be worn with all hair within the hat


Cotton hats/caps/headcovering: These should not have any clips, or embellishments on them.  Worn as indicated above


Jewellery


Plain band wedding ring (no stones or engraving) 


Small pair of stud earrings, no stones

Footwear

Must be of a material which is suitable for cleaning/wiping down (no canvas or other absorbent material)


Should be clean and damage free (no holes, soles intact)All footwear should fully cover the foot, side ventilation holes permitted but there should not be any holes on top.  If ‘Crocs’ are worn there should not be any shoe Jewellery on them.

Appendix 2


Uniform audit action plan


Theatre……………………

Date…………………………


Auditor…………………………………...


Please indicate in box when completing         M = Medical Staff       Th = Theatre staff  
H=HCSW

            




O = Other

		

		Result to be addressed


(from audit form)

		Suggested action

		Implement by


(Date)

		Person responsible

		Change stage key


(see notes)



		1

		

		

		

		

		



		2

		

		

		

		

		



		3

		

		

		

		

		



		4

		

		

		

		

		



		5

		

		

		

		

		



		6

		

		

		

		

		





		Change stage Key:    


1. Recommended


2. Under investigation


3. Agreed, but not yet actioned 


4. Action in progress


5. Made partial implementation


6. Full implementation completed


7. Never actioned (please provide reason why)





		Document created: November 2011

		Date for review: November 2014



		Current issue: November 2011

		No pages: 2



		Author: Theatre Management Group

		



		Document approved by Theatre Board

		Date: January 2012



		Document approved by Infection Control Committee: 

		Date: 30 April 2012





1




image15.emf
SOP-TSD 11.doc


SOP-TSD 11.doc
[image: image1.jpg]Bwrdd lechyd Prifysgol
Abertawe Bro Morgannwg
University Health Board






Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 11


Recovering Patients following Anaesthesia


		Aim:
To ensure patients receive appropriate care when recovering from anaesthesia.







· All patients are to be recovered on a one to one basis until they meet the discharge criteria.

Also refer to:

SOP-TSD 54 Assessment & care of patients in Recovery SOP-TSD%2054.doc

SPO-TSD 62 Policy for the Discharge of Adult Patients from Recovery following General Anaesthesia SOP-TSD%2062.doc

· Patients will be recovered in a safe environment by a suitably qualified member of staff or student under supervision

· If all recovery bays are occupied any further patients must be recovered by the anaesthetic staff in their theatre or anaesthetic room

· It is the recovery practitioner’s responsibility to ensure that the receiving clinical area has all necessary equipment available and the required checks have been performed.


· The receiving recovery practitioner should ensure that all relevant information pertaining to the patient is obtained from the anaesthetist and anaesthetic and scrub practitioners

· Recovery practitioners’ are responsible for providing a safe environment, appropriate care, monitoring and documenting of physiological parameters and clinical condition following AAGBI guidelines at intervals dependent on clinical condition until discharge criteria is met


· If you have any doubts about their condition the relevant appropriate action should be taken and the relevant medical staff informed and any care, interventions documented.

Ref: AAGBI Immediate Post anaesthetic Recovery. http://www.aagbi.org/sites/default/files/postanaes02.pdf
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 11


Recovering Patients following Anaesthesia


		Aim:
To ensure patients receive appropriate care when recovering from anaesthesia.







· All patients are to be recovered on a one to one basis until they meet the discharge criteria.

Also refer to:

SOP-TSD 54 Assessment & care of patients in Recovery SOP-TSD%2054.doc

SPO-TSD 62 Policy for the Discharge of Adult Patients from Recovery following General Anaesthesia SOP-TSD%2062.doc

· Patients will be recovered in a safe environment by a suitably qualified member of staff or student under supervision

· If all recovery bays are occupied any further patients must be recovered by the anaesthetic staff in their theatre or anaesthetic room

· It is the recovery practitioner’s responsibility to ensure that the receiving clinical area has all necessary equipment available and the required checks have been performed.


· The receiving recovery practitioner should ensure that all relevant information pertaining to the patient is obtained from the anaesthetist and anaesthetic and scrub practitioners

· Recovery practitioners’ are responsible for providing a safe environment, appropriate care, monitoring and documenting of physiological parameters and clinical condition following AAGBI guidelines at intervals dependent on clinical condition until discharge criteria is met


· If you have any doubts about their condition the relevant appropriate action should be taken and the relevant medical staff informed and any care, interventions documented.

Ref: AAGBI Immediate Post anaesthetic Recovery. http://www.aagbi.org/sites/default/files/postanaes02.pdf
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 12

Radiation Protection in Theatre


		Aim:
To prevent unnecessary staff or patient exposure to radiation








X-ray equipment must only be operated by a trained radiologist or radiographer, who will be responsible for checking the equipment before use. It is a legal requirement for medical staff who wish to use intra-operative x-rays to have attended an accredited course, and be certified in the use of ionising radiation.


Controlled area:


· A Controlled Area two metres in radius exists around the x-ray tube during use, this area is under direct control of the radiographer  

· Only essential staff should remain in the Controlled Area when x-ray is being used.  All other staff should stand as far away as is practicable

· Staff required to remain within of the Controlled Area must wear full lead aprons – lead neck collars are also advisable  

· Placing yourself in the path of the primary beam should be avoided.

· Any person required to hold a patient must wear a lead apron and lead gloves.  This practice should be kept to a minimum.

· Staff who may be pregnant should have limited and protected radiation exposure.


· In cases with suspected  high doses of radiation adequate patient protection must be provided

· Screening times should be kept to a minimum.


Outside controlled area.


· Maintain a distance over 2 metres.


· Staff outside the Controlled Area is also advised to wear lead protection.


Care of Lead Protection.


· After use all protection should be washed with soapy water and dried 


· They must be hung on the rack provided, to avoid cracking

· Any lead protection thought to be faulty should be sent to the x-ray department to be checked


Care of x ray equipment.


· Is the responsibility of the radiographer using the equipment


· Equipment should be washed down prior to entry and removal from theatre


· Any equipment should be stored and moved appropriately by the radiographer


· All equipment will be serviced and maintained by the radiology department.


Also refer to SOP-TSD 58 Ionising Radiation in Theatres
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 12

Radiation Protection in Theatre


		Aim:
To prevent unnecessary staff or patient exposure to radiation








X-ray equipment must only be operated by a trained radiologist or radiographer, who will be responsible for checking the equipment before use. It is a legal requirement for medical staff who wish to use intra-operative x-rays to have attended an accredited course, and be certified in the use of ionising radiation.


Controlled area:


· A Controlled Area two metres in radius exists around the x-ray tube during use, this area is under direct control of the radiographer  

· Only essential staff should remain in the Controlled Area when x-ray is being used.  All other staff should stand as far away as is practicable

· Staff required to remain within of the Controlled Area must wear full lead aprons – lead neck collars are also advisable  

· Placing yourself in the path of the primary beam should be avoided.

· Any person required to hold a patient must wear a lead apron and lead gloves.  This practice should be kept to a minimum.

· Staff who may be pregnant should have limited and protected radiation exposure.


· In cases with suspected  high doses of radiation adequate patient protection must be provided

· Screening times should be kept to a minimum.


Outside controlled area.


· Maintain a distance over 2 metres.


· Staff outside the Controlled Area is also advised to wear lead protection.


Care of Lead Protection.


· After use all protection should be washed with soapy water and dried 


· They must be hung on the rack provided, to avoid cracking

· Any lead protection thought to be faulty should be sent to the x-ray department to be checked


Care of x ray equipment.


· Is the responsibility of the radiographer using the equipment


· Equipment should be washed down prior to entry and removal from theatre


· Any equipment should be stored and moved appropriately by the radiographer


· All equipment will be serviced and maintained by the radiology department.


Also refer to SOP-TSD 58 Ionising Radiation in Theatres
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 19

Paediatric Physical Restraint Philosophy


		Aim:
To provide care to a child without restraint if possible








Guiding Principles


Putting the child first (The Childrens Act 1989).


Main Consideration


The ethical balance of needful restraint when carrying out procedures on children against the potential for physical and psychological harm that may be caused by such action.


Principles Related to Practice


Consideration should be given to adequately preparing children for medical and nursing procedures in order to avoid the need for restraint.  Gaining the child’s active co-operation should be of prime consideration.


Care should be taken to prepare the child with appropriate and effective analgesia and anaesthesia when a potentially painful procedure is being contemplated.


If action to restrain a child is required to prevent injury to themselves, it should consist of the minimum application of physical restraint for the shortest possible time.


http://www.legislation.gov.uk/ukpga/1989/41/contents
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Theatre Services Department


Standard Operating Procedure

Procedure reference Number: SOP-TSD 20

Sickness Notification Procedure


		Aim:
To ensure good communication and the smooth running of the department








You are responsible for keeping the department informed of any and continued sickness absence.


If you know you will be unable to work you should phone the department and ask to speak to the team leader on duty, you must contact the department by the following times:


Early duty
7:00am – 8:00 am


Late duty
before 10:00 am


Night duty
before12: 00 noon


If you phone in at night you must also ring in at the times detailed above.  Night staff are not in a position to relay potentially sensitive messages from colleagues or to assess the impact on the service of your absence from work.


You must keep your line manager informed about your circumstances.  It would help if possible that you are able to give an approximate date of your return to work.

You must inform your line manager of impending return to work and report to them when you return from sickness absence.


It is for the benefit of your fellow employees to keep the department informed.


For full sickness and absence procedure refer to the Trusts Personnel Policies and Procedures, Management of Sickness Absence.


http://howis.wales.nhs.uk/sites3/Documents/743/14.%20Sickness%20Policy%20Review%20adopted%20March%20%202013.pdf
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Theatre Services Department


Standard Operating Procedure

Procedure Reference number: SOP-TSD21

Management of the Death of a Patient in Theatre


Refer to The Royal Marsden Manual of Clinical Nursing Procedures: Last offices


http://www.rmmonline.co.uk/ 
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		Author: Theatre Management Team
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		Date:
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 22


Custody, Storage and Distribution of Controlled Drugs during Routine Operating Lists



		Aim:
To ensure that all Controlled Drugs are managed in accordance with legal requirements, to prevent fraud and abuse, and ensure sufficient is available to meet demand








Refer to the Health Board’s policy on drug administration to be found on COIN (Clinical Online Information Network) on the Intranet: 

Policy on Prescribing, Supply, Ordering, Storage, Security,


Administration and Disposal of Medicines.


http://howis.wales.nhs.uk/sites3/docopen.cfm?orgid=926&id=419783

Policy for the Management of Controlled Drugs


http://howis.wales.nhs.uk/sites3/Documents/926/CID398%20Policy%20for%20Management%20of%20Controlled%20Drugs%2011.05.16.pdf

Specific attention should be given to Section 4


Theatre Procedures for the Handling and Storage of Controlled Drugs at ABMU Health Board

Guidelines to support the Health Board Policy for the Management of Controlled Drugs in Acute Settings

http://howis.wales.nhs.uk/sites3/docopen.cfm?orgid=926&id=411580

Checklist for Controlled Drugs


http://howis.wales.nhs.uk/sites3/docopen.cfm?orgid=926&id=417954

		Document created: March 2002

		Date for review: December 2016



		Current issue: April 2012

		No pages: 1



		Author: Medicines Policy Group

		



		Document approved by Theatre Board

		Date:





Page 1 of 2




image21.emf
SOP-TSD 23.doc


SOP-TSD 23.doc
[image: image1.jpg]Bwrdd lechyd Prifysgol
Abertawe Bro Morgannwg
University Health Board






Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 23


Major Incident Policy


		Aim:
To ensure a prompt and effective response from Theatres to a major incident








The major incident call will come through the Switchboard.


Whoever takes the call  MUST INFORM THE PERSON IN CHARGE IMMEDIATELY WITHOUT DELAY.

The Practitioner in Charge will activate the relevant Major Incident Procedure, and follow the action plans.

http://howis.wales.nhs.uk/sites3/Documents/743/77.%20Major%20Incident%20Plan-Mar%202011%20including%20Burns%20section%205.pdf  (right click and open hyperlink)

All staff must provide an up to date contact number to ensure that the major incident plan can become operational.
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 24

Infection Control – Standard Precautions


		Aim:
To protect staff and patients from infection








Appropriate and careful practice can reduce the rate of hospital acquired infection among patients and reduce or eliminate the risk of infection to health care workers.


Blood and body fluids may contain blood-borne viruses (e.g. Hepatitis B, C and HIV) or other pathogens that can present a risk to you and other patients.  As it is not always possible to know who is infected with these pathogens appropriate precautions must be taken with all blood and body fluids.  These steps are known as Standard Precautions, (also refer to Infection Control Manual – Isolation Precautions Policy).


Standard Precautions are a set of risk assessed actions that include:


· Hand decontamination


· Decontamination of equipment and environment


· Safe handling and disposal of clinical waste and sharps


· Use of personal protective equipment


Standard Precautions apply to all the following:


· Body fluids:


· Blood


· Blood stained fluids


· Semen


· Vaginal secretions


· Cerebrospinal, amniotic, pericardial, synovial, peritoneal, pleural fluids.


· Body tissues


· Body waste: faeces, urine, vomit, sputum


1. Risk Control

Hand decontamination


Routine Handwashing 



" 
http://howis.wales.nhs.uk/sites3/Documents/743/Hand%20Hygiene%20Policy%202009-All%20Wales_ABMU2010%20v1.pdf       (right click and open hyperlink)




Broken skin

Cover cuts and abrasions on your hands and forearms with a waterproof dressing before any clinical work is undertaken.    

Surgical Handwashing


Refer to:

SOP-TSD 76 Procedure for Effective Handwashing in Preparation for Aseptic Techniques SOP-TSD%2076.doc

Gloves and aprons


Gloves should be worn where there is a high risk of contact with non-intact skin or mucous membranes, gross contamination of hands from blood or bodily fluids, or any clinical waste.  All used gloves are to be discarded as clinical waste.  Remove gloves between tasks even when performing different tasks on the same patient.  Always wash your hands after removing your gloves.

Wear a plastic apron whenever close contact with the patient and their surroundings, or contamination of clothing with blood or body fluid is anticipated.


Eye/Face Protection

Wear a protective visor/glasses  and or appropriate mask where there is a potential risk of exposure to blood or body fluid, including the risk of splashes and aerosol contamination.


Also refer to:


http://howis.wales.nhs.uk/sites3/Documents/743/Personal%20Protective%20Equipment%20Policy%202009-All%20Wales_ABMU2010%20v1.pdf 

 http://www.his.org.uk/files/1113/8425/5518/Guidance_on_the_Use_of_Repiratory_and_Facial_Protection_Equipment.pdf 
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Sharps

Place used needles, blades and other sharp instruments directly into a sharps container, or discardapad (if scrubbed).  Never re-sheathe, bend or break needles.  Discard a needle and syringe as one unit. 

refer to: 

SOP-TSD 30 Sharps Handling Associated With Surgical Procedures 

http://138.5.36.203/DMS/Docs/INFECT_CONTROL/Extant%20Infection%20Control%20Manual%202007%20v7%20Oct%200823012009042118.pdf  

2. Minimising Risk

· Ensure the environment and equipment is clean prior to the commencement of any procedure by undertaking a visual inspection and completing the required documentation

· Clear the Theatre of unnecessary furniture and equipment.


· Once the operation is in progress traffic in and out of theatre should be kept to an absolute minimum.


·  Ensure you do not contaminate any surfaces or equipment. If contamination occurs, decontaminate as soon as possible

· All staff  will take positive steps to minimise and contain the spread of blood and other fluids:


· Discard used swabs directly into an appropriate container/bag.


· All waste should be discarded into appropriate bag/bins as below

Orange bag – Clinical waste


Sharps/disposable instruments – appropriate sharps/instrument bins for incineration

Tissue waste – disposed of in appropriate sized tissue/limb bin/box for incineration

Recycle bags/Clear – segregated recyclable waste with relevant sticker attached to bag/bags

· Retain soiled instruments in a bowl.


· Place specimens directly into their container from the sterile field.

· Recycle bags are to be closed at the conclusion of the case to prevent contamination when decontamination of theatre commences. 


· Any contamination of recyclable material that is being collected must be addressed by the recyclable bag being put into an clinical waste bag, staff must not remove items by hand. Once a contaminated item is put into the recycle bag the whole of the contents of that bag must be regarded as contaminated.


· Surgical instruments are returned to HSDU for decontamination


· Equipment and the environment is decontaminated between cases and documentation completed to confirm that the theatre is ready to receive the next patient.

· At the end of the list equipment and the environment is decontaminated and documentation completed. 


References:


AfPP Standards and Recommendations for Safe perioperative Practice. 3rd edition. Revised June 2011


		Document created: March 2002

		Date for review: September 2018



		Current issue: September 2016

		No pages: 3



		Author: Theatre Management Team

		



		Document approved by Theatre Board

		Date: 11th January 2012



		Document approved by Infection Control Committee:

		Date:
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: Sop-TSD 25

Managing and Reporting Needle Stick and Other Sharps Injury


		Aim:
To protect the employee and patient from potential infection following a “sharps” injury








Sharps Handling Associated With Surgical Procedures (Infection Control Manual) contains procedures designed to prevent needlestick and other sharps injury.


http://138.5.36.203/DMS/Docs/INFECT_CONTROL/Extant%20Infection%20Control%20Manual%202007%20v7%20Oct%200823012009042118.pdf

Despite taking reasonable care needlestick and other sharps injuries can occur and it is important that correct and timely action is taken to minimise the risk of developing a serious illness following such an injury.  This is especially important as there is a “window of opportunity” for administering anti-viral preparations in cases of Hepatitis and H.I.V. and such post exposure prophylaxis has the best effect if started within the first hour.


Managing a needlestick or “sharps” injury:


1. Immediate action:


· Encourage bleeding under running water.


· Wash well with an antiseptic solution and water.


· Apply a clean waterproof dressing.

· If the injury is serious or bleeding profusely, consideration should be given to you being relieved so that the inoculation injury can be given priority.  


· Report the incident to a team leader / Specialty Manager. 

· Complete an Inoculation Injury Risk Assessment form (available in each department) and take with you when attending A&E/Local Accident Centre, the form should also be returned to Occupational Health


http://howis.wales.nhs.uk/sites3/search.cfm?searchtext=needlestick&orgid=926

· Attend A&E / Local Accident Centre.  

· Inform the A&E / Local Accident staff if the patient is known to have Hepatitis or HIV.   


· Blood sampling may be required

· Return to the department and contact the Occupational Health Department


· A risk assessment will be undertaken and you may need post exposure prophylaxis.


· Complete an IR1 electronic incident report
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 26

Visor Use in Theatres 


		Aim:
To provide eye and mouth protection to the surgical team





The visor consists of a spectacle frame or headband with a clear moulded shield which covers the whole face, they may also be built into a surgical face mask.

Visors must be worn over spectacles as spectacles are not PPE.

Visors are available in each operating theatre and endoscopy area. 


The theatre team should wear visors when:


· Scrubbed up.


· Undertaking an endoscopy.


· Are close to the operating site or sterile field, i.e. observing medical staff or the anaesthetist.


· Procedures that create a fine aerosol e.g. joint replacement

· Extubating/Recovering patients

· The surgeon must assess the wearing of a visor when using a microscope or surgical loupes.

· Potting specimens

· Risk of bodily or chemical splashes

Visor Maintenance


· Before putting on the visor check all bolts to ensure they are firm (if applicable).


· The shield is coated with an anti-fog agent that stops droplet formation.  If this fails the shield must be discarded and a replacement inserted.  Replacements are


available in theatre.


· Clean surface of visor with a wipe impregnated with chlorine disinfectant or if heavily decontaminated replace shield.

· It is your responsibility to clean and store your visor careful.


· To prevent scratches do not place the visor face down.


· When using disposable visor these should be disposed at the end of the day


· When using a visor which is built into a mask this should be disposed of between patients
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 26

Visor Use in Theatres 


		Aim:
To provide eye and mouth protection to the surgical team





The visor consists of a spectacle frame or headband with a clear moulded shield which covers the whole face, they may also be built into a surgical face mask.

Visors must be worn over spectacles as spectacles are not PPE.

Visors are available in each operating theatre and endoscopy area. 


The theatre team should wear visors when:


· Scrubbed up.


· Undertaking an endoscopy.


· Are close to the operating site or sterile field, i.e. observing medical staff or the anaesthetist.


· Procedures that create a fine aerosol e.g. joint replacement

· Extubating/Recovering patients

· The surgeon must assess the wearing of a visor when using a microscope or surgical loupes.

· Potting specimens

· Risk of bodily or chemical splashes

Visor Maintenance


· Before putting on the visor check all bolts to ensure they are firm (if applicable).


· The shield is coated with an anti-fog agent that stops droplet formation.  If this fails the shield must be discarded and a replacement inserted.  Replacements are


available in theatre.


· Clean surface of visor with a wipe impregnated with chlorine disinfectant or if heavily decontaminated replace shield.

· It is your responsibility to clean and store your visor careful.


· To prevent scratches do not place the visor face down.


· When using disposable visor these should be disposed at the end of the day


· When using a visor which is built into a mask this should be disposed of between patients
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Theatre Services Department

Standard Operating Procedure



Procedure Reference Number: SOP-TSD 29

Management of Patients with Multi Resistant Organisms, including MRSA,

in a Theatre Environment





		

Aim:	To prevent transmission of multi-resistant bacteria to other surgical patients











Multi-resistant bacteria, including MRSA, ESBL, GRE, are resistant to many antibiotics.  The ability of these bacteria to cause disease and for transmission are similar to more sensitive strains of these organisms, but infections with these antibiotic resistant bacteria are significantly more difficult to treat.  As such, it is vital that healthcare facilities prevent the spread of these organisms.

These multi-resistant bacteria most commonly spread by direct contact via hands, or via equipment or, sometimes, the environment.  



The theatre team must be informed by the surgeon or ward staff of the patient’s multi-resistant bacteria status before the patient’s arrival in the department.  Patients with known MRSA, ESBL, GRE, etc. colonisation will normally be scheduled last on the operating list.  If it is not possible to schedule at the end of the list, there must be sufficient time to allow for effective cleaning of equipment and the environment.  The time that this is likely to take will also allow a sufficient number of air changes prior to the next patient entering the theatre.



If the patient cannot walk to theatre, the patient should be transferred from the ward on a theatre trolley or wheelchair if possible.  If the patient is transferred on his/her own bed, the bed is to be re-made in theatre with clean linen; the dirty linen must be gathered gently and placed in an alginate bag inside a green linen bag.  Anyone handling the patient, bedclothes, wound dressings or dirty swabs must wear a disposable apron and gloves. Following this, aprons and gloves must be changed and hands washed after each procedure you undertake, particularly when moving on to doing something clean.  Always wash your hands after removing your gloves.



Theatre furniture and equipment not required for the procedure should be removed from theatre. The theatre team should consist of the same personnel for the whole case.  Traffic in and out of theatre should be kept to an absolute minimum. Laminated signs – Infection Control Risk Do Not Enter should be posted on the Theatre entry doors to alert colleagues (Appendix 1).



Instruments are treated in exactly the same way as for any other operation. 



All staff will change their theatre clothing at the end of procedure if they have not worn an apron to protect their theatre clothing when transferring the patient.



Surface areas should be cleaned with Actichlor Plus and allowed to dry.



Clinical waste is treated normally, i.e. placed in a Clinical Waste (orange) bag.



Also refer to the Health Board’s Infection Prevention & Control:

· MRSA Policy;

· Standard Operating Protocol (SOP): Preventing the Spread of Carbapenem Resistant Gram negative Bacteria;

· Control of the environment/Environmental Cleanliness; 

· Hand hygiene; Personal protective equipment; 

· Occupational exposure management including needlestick injuries; 

· Linen handling; 

· Management of blood and body fluid spillages; 

· Management of Care Equipment (Decontamination).

· SOP-TSD 102 Management of patients presenting with Carbopenam Resistant Bacteria (ie acinetobacter bumanii) Morriston Theatre Suite.

\\abmshare.cymru.nhs.uk\DavWWWRoot\sites\ANAESCC\TheatrePortal\PP\SOP\Current\SOP-TSD102.docx







References:

AfPP Standards and Recommendations for Safe perioperative Practice. 3rd edition. Revised June 2011
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 30

Handling of Sharps associated with Clinical Procedures


		Aim:
To prevent injury to Staff/Patient





All sharps used in operating theatres are subject to the control measures outlined in this document to prevent injury to staff.  

Policy No 14 Prevention and Management of Inoculation Injuries, Infection control Manual


http://138.5.36.203/DMS/Docs/INFECT_CONTROL/Extant%20Infection%20Control%20Manual%202007%20v7%20Oct%200823012009042118.pdf 

Guiding principles: unless it is unavoidable, no sharps should be:


· Passed from hand to hand.


· Left on the patient.

· Sharps used during anaesthesia should be disposed of appropriately by the anaesthetist. 


· Needles are not to be re-sheathed after use.


· Needles used for drawing up medication should be disposed of and replaced with a cap or fresh sheathed needle (not left in the ampoule) 


Surgical Blades should be

· Mounted and removed using either a blade removing forceps or a suitably sized clip.

· Immediately on removing blades should be placed on/in appropriate container/pad for disposal. 

· The scrub Practitioner is responsible for removing all disposable sharps and safely disposing of them following completion of the case.

Contaminated & Dropped Surgical sharps

· Any contaminated sharps which require to be passed out of the surgical field should be passed to the receiving practitioner in a receiver

· Sharps dropped on the floor during surgery are to be recorded as disposed of by the circulating practitioner or kept in a receiver if not disposable, ensuring that the scrub practitioner is aware of the process.


Suture Needles


· Suture needles are mounted correctly and disposed of by the scrub practitioner.


· The scrub practitioner should retain used sutures on/in appropriate container/pad for disposal at the end of the case. 

Passing and Receiving Sharps Between the surgical team

· Surgical blades will be handed to the operating surgeon using a receiver


· A receiver will be placed on the patient between the surgeon and scrub practitioner for use when the surgeon has finished with the blade.


· The receiver with blade should not, under any circumstances, be left on the patient.


Passing and Receiving Sharps between Surgeon and Scrub Practitioner under Exceptional Circumstances if the use of a receiver is inappropriate.

· Wherever possible a neutral area should be used – sharps placed in this area and surgeon picks them up and puts them back


· Pass from hand to hand holding the instrument/sharp appropriately in such a way that the sharp end is pointing away from the receiving hand and your hand.


· Do not accept sharps directly from another Practitioner if they are handling them in a dangerous fashion.
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Theatre Services Department


Standard Operating Procedure

Procedure Reference number: SOP-TSD 36


Skin Preparation Prior to Anaesthetic/Surgical Intervention


		Aim:
To ensure the intervention site is safely and effectively prepared








· The intervention site must be socially clean and any excess hair may be clipped if necessary

· The scrub practitioner may perform skin preparation if deemed competent refer to

       SOP-TSD 27 Acting as Advanced Surgical Practitioner (First Assistant)

       SOP-TSD 29 Dual Role Scrub Practitioner and Advanced Surgical Practitioner 

· The solution used depends on:


· Patient allergies


· Surgeon’s preference


· Intervention area

· Manufacturers’ recommended contact time/application distance for prep solution and when using aerosols should be adhered to

· Instruments used in skin preparation should be appropriately assembled to prevent injury to the patient


· When prepping intervention sites on the face and head, the scrub practitioner ensures that the eyes are protected and the fluid does not run into any orifices

· An area larger than the intervention site should be prepared to allow for movement of drapes

· Preparation begins at the intervention site and extends outwards taking care not to return to the intervention, unless the intervention site is infected, when the procedure should be reversed, moving towards the intervention site

· If the intervention site is required to be dried the same actions should be followed and care should be taken not to contaminate surgical gloves

· Intervention areas near the genitals or anus should be prepared last

· Pooling of the prep solution must be avoided to prevent injury/burns to the patient
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 40


Clinical Waste Management


		Aim:
To ensure waste is safely disposed of without putting others at risk








Disposal of sharps.


· All sharps are disposed of into the appropriate container


Sharps Containers

Assembly

Ensure:


· The container is correctly assembled as per manufacturers’ instructions and labelled correctly

· A clinical waste tie-wrap is attached to the container

Disposal


· Containers must be disposed of according to fill line on container

· Seal as per manufacturers instructions

· Place in the appropriate disposal area following department/area requirements 

Clinical Waste Bags

· Waste is placed in the appropriate identified waste bag


· Waste bags are only filled ¾ full.


· The bag neck is closed using a swan neck technique with a clinical waste tie wrap.

· Place in the appropriate disposal area following department/area requirements 

Disposal of medicines/solutions/volatiles/aerosols

Out of date


· Medicines must be returned to pharmacy appropriately

· Do not dispose of via waste water


Unused 


· Cytotoxic and Cytostatic preparations (e.g. Botox) disposed of in yellow cyto sharps container with a purple lid


· Cytotoxic non sharp waste disposed of in yellow with purple stripe clinical waste bag

· Controlled drugs drawn up but not administered are recorded and witnessed in the appropriate controlled drug book with all relevant details


· Unused controlled drugs should be squirted or poured into the yellow sharps container with a yellow lid a witness should be present 


· Other medicines should be squirted or poured into yellow sharps container with a yellow lid 

· Do not dispose of via waste water


Disposal of aerosols and glass bottles

· Placed in grey bags

· Any broken glass should be treated as a sharp and placed into a yellow sharps container with a yellow lid

Disposal of batteries


· Batteries should be returned to the estates department for disposal


Disposal of radioactive material


· All material is placed and sealed in the designated container either into clinical waste bag or a yellow sharps container with a yellow lid and clinical waste tie wraps attached

· The outside of the container and bag is labelled with date and time


· The bag and container are placed in the designated storage area for this particular waste (48hrs-72hrs)


· Portering staff will check this area and remove containers when appropriate 

Human tissue


http://howis.wales.nhs.uk/sites3/Documents/743/Policy%20on%20prescribing_supply_ordering_storage_security%20Administration%20and%20disposal%20of%20medicines.pdf

http://138.5.36.203/DMS/Docs/PHARMACY/SOP-DP25%20-%20Disposal%20of%20Pharmacy%20Waste17042009111718.pdf

http://135.3.64.51/documents/policies/Clinical_Waste_Disposal_Feb2005-08.242.pdf
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 41


Patient Identification prior to surgery


		Aim:
To ensure that the correct patient and their documentation arrives in the department and are taken to the designated theatre/room for their intervention







Identifying patients.

All staff involved in the care of that patient must confirm the patient’s identification before receiving and accepting the care for that patient.

· The primary check is the patient’s identification bracelet compared to the operating list where possible the patient confirms verbally all required information as documented in the care plan

· The relevant documentation should be completed immediately once the checking practitioner is satisfied that all details are correct

· Do NOT rely solely upon the patient’s name as identification; the patient ID number is the unique identifier

· All staff has a responsibility to STOP and challenge any discrepancies in the identification procedure.

Other sources of patient identification that must be checked are:

· Patient notes

· Patient nursing record including theatre checklist

· Patient consent form.

The staff checks required to ensure continuity of care as above and in line with the WHO surgical checklist:


Procedure and laterality checks


· The nature and site of the operative procedure are checked verbally with the patient or accompanying adult and visually against the patient's notes, the operation list and the consent form. If a specific site is indicated then that area must be checked to ensure that it is clearly marked with an indelible skin marker

· Prior to any regional anaesthesia intervention a STOP moment occurs to confirm site.

· If any discrepancy is noted at any stage this must be immediately reported to the person in charge of the area and to the appropriate medical personnel. If necessary procedures must be delayed/deferred until the error has been corrected.

·  The Trust Incident Policy must be followed in the reporting of any potential or actual incident.

Emergency surgery


· In patient emergency-checks should be carried out as above

· Unknown patients (ID not established)- checks carried out appropriately within the constraints of the situation
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 42


Latex Allergy Management


		Aim:
To provide a latex free environment for susceptible staff and patients








Theatre admission procedures involve information gathering regarding a patient’s known allergies. When an allergy is identified this may require further specific questions that may detect known and possible occurrences of latex allergy, including full allergic history and reaction.

Patients with confirmed latex allergy should be advised to inform all health care workers, GP, dentist, Physiotherapy, or other professional of their allergy before any examination or procedures are conducted.


· If a patient is known to have a latex allergy, all case notes, documentation and patient identification should contain details and warnings

· If a patient presenting for urgent or emergency surgery is suspected of latex hypersensitivity, they should be treated as such


· Patients should be cared for in a prepared latex free environment


· Known latex allergy cases should be wherever possible cared for 1st on an operating list


· All staff should be aware of medical equipment / devices that may contain latex

· Non-latex surgical gloves and latex-free surgical equipment must be used during preparation of the clinical areas, anaesthesia, surgery and recovery.


· All staff should be aware that Drugs may be drawn up from vials with rubber bungs providing the bung can be removed.  N.B. The rubber bung must not be pierced with a needle.


Refer http://135.3.64.51/documents/policies/Latex_Policy_Sept06_432.pdf
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Theatre Services Department

Standard Operating Procedure



Procedure Reference Number: SOP-TSD 43

Induction of New Staff



		

Aim:         Induction will provide employees with an introduction to the physical 

environment and safe practice within the new area of work 









All new members of staff will:



· Undertake and complete departmental induction and checklist

· Complete mandatory training within a month of appointment

· Complete Trust induction within a month of appointment

· Activate internet and e mail accounts

· Commence PDR process

· Be expected to access and read the Operational Policies

· Be introduced to an appropriate mentor or preceptor who will be responsible for making them feel welcome, introducing them to other members of the team and demonstrating normal working practices to them.



Refer: Corporate Induction Policy
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 52


Management of Malignant Hyperthermia 


		Aim:
To manage the appropriate care, drugs and emergency response for Malignant Hyperthermia. 







The guidelines for the management of a malignant hyperthermia crisis must be available in each anaesthetic room.

It is the responsibility of an Anaesthetic/Recovery Practitioner at the start of each day (dependent on area of work) to check that the correct emergency malignant hyperthermia drugs are:


· In date.


· Stored appropriately

· Readily available for use.

· A record of checks performed must be documented in the appropriate folder.

All Anaesthetic and Recovery practitioners must:


· Attend training and be deemed competent in the recognition and assist in the treatment of malignant hyperthermia.


· Prepare the environment for a known Malignant Hyperthermia case to eliminate potential trigger agents.


http://www.aagbi.org/sites/default/files/MH%20task%20allocations%20for%20web.pdf

http://www.aagbi.org/sites/default/files/MH%20guideline%20for%20web%20v2.pdf

http://www.aagbi.org/sites/default/files/MH%20recommended%20contents%20for%20web.pdf
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 53


Management of Difficult Airway Equipment

		Aim:
To ensure patient safety








The guidelines for the management of difficult airway must be available in each anaesthetic room.

It is the responsibility of an Anaesthetic/Recovery Practitioner at the start of each day (dependent on area of work) to check that the difficult airway equipment is:


· Checked and restocked as necessary the difficult airway trolley. 

· Fibreoptic intubation equipment- processed, stored and ready for use.

· A record of checks performed must be documented in the appropriate folder.


All Anaesthetic and Recovery practitioners must:


· Attend training and be deemed competent in the recognition and assistance in the management of the difficult airway.


· Prepare the equipment for use.
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 54


Assessment and Care of Patients in Recovery


		Aim:
To ensure adequate standards of monitoring and care provision to post anaesthesia patients in recovery








Recovery room practitioners are responsible for monitoring and documenting physiological parameters at appropriate intervals and adapting the frequency and scope of assessments as required by changes in the patient’s condition.


Monitoring


All patients admitted to the recovery room will have the following assessments and documentation completed.


A-Airway


B-Breathing


C-Circulation


D-Disability


E-Exposure


 http://www.frca.co.uk/Documents/170%20Recognition%20and%20management%20of%20the%20acutely%20ill%20surgical%20patient.pdf

· On admission


· Every 3-5 minutes during initial recovery period

· Every 10 minutes for patients who have met discharge criteria and is awaiting transfer to the ward.

Temperature will be obtained and documented on all patients on admission, and every 15-30 minutes if admission temperature is less than 35.5 degrees (core) or greater than 38.5 degrees (core).


Surgery specific parameters will be assessed and documented on arrival, and every 15 minutes dependant on patient stability.

· neurovascular observations,

· orbital observations,

· CMS 


Following spinal or epidural anaesthesia:


· Sensory dermatome and motor level will be assessed and documented every 15-30 minutes.


· Urinary output will be assessed and documented every 30 mins.

Following intrathecal or local nerve block:


· Sensory dermatome and motor level will be assessed and documented every 15-30 minutes.


Until discharge criteria are met


For Epidural infusions or injections, assess and document level of consciousness, respiratory rate, pulse and BP every 5 minutes X3 and then routine observations.


· If a local anaesthetic drug is bolused/infusing, sensory and motor levels will be assessed and documented.


The following parameters will be monitored as applicable to the individual patient.


Haemodynamic parameters


· CVP monitoring to occur only when requested by anaesthetist


Drug Infusions


· ECG monitoring may be required during specific infusions e.g. Glyceryl Trinitrate.


All Recovery/Anaesthetic practitioners must:


· Attend training and be deemed competent in the assessment, monitoring and care of the patients in recovery.

· Recognise changes in a patient’s condition and provide appropriate interventions


· Seek assistance as required


· Document all care provided.


Follow recovery room discharge procedure when patient ready for discharge


(For patients who are under the care of HDU/ITU and require IV drug infusions, refer to SOP-TSD 56 Management of Admission to Critical Care from Theatre and Ventilated patients in Recovery)
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 56


Management of Admission to ITU/HDU/Critical Care from Theatre and the management of Ventilated Patients in Recovery


Aim: To ensure clear communication between all parties to ensure patient safety


Communication for planned admission to Critical Care following Surgery


Prior to Surgery


The Consultant Surgeon/Anaesthetist notifies ITU of the patient’s details, proposed surgery and date of surgery.


Day of Surgery


The Consultant Surgeon/Anaesthetist attends the CEPOD meeting to verify bed availability before the patient is sent for.  


Communication for unplanned admission to Critical Care following Surgery


The Consultant Surgeon/Anaesthetist will liaise with the Consultant Anaesthetist in Charge of Critical Care.


Transfer of patient from Theatre to Critical Care


The patient is transferred on a Critical Care bed.  The patient must be stabilised prior to transfer.  Experienced Recovery/Anaesthetic staff and the Anaesthetist must accompany the patient together with portable monitoring, oxygen and suction.  Critical Care must be informed prior to the transfer to ensure that the bed space is ready.


Ventilated Patients in Recovery


In the event of the planned bed not becoming available the patient must stay in the Recovery room.  The bed will be classified as a temporary additional Critical Care bed and nursing care will be transferred to the Critical Care nursing structure.  The Nurse in Charge of Critical Care and Nurse in Charge of Recovery will liaise to arrange appropriate deployment of nursing staff.
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 59


Guidelines for the Prevention of Hypothermia in Adult Surgical Patients

Perioperative hypothermia – the surgical pathway 


		Preoperative Assessment 

		Documented Risk Assess for hypothermia  



		Surgical Ward 

		Document temp and keep warm / actively warm if temperature less than 36.0 degree C 



		

		Transfer to theatre suitably dressed



		Anaesthetic room 

		Document temp 



		Theatre 

		Document temp every 30 minutes 



		

		Actively warm if at risk of hypothermia or its complications, or if anaesthesia is expected to last more than 30 minutes.



		

		Use warm IV / Irrigation fluids and blood



		Recovery 

		Document temp on arrival 



		

		Actively warm if hypothermic 



		

		Document temp every 15 minutes





http://www.wales.nhs.uk/sitesplus/documents/1011/Reducing%20Surgical%20ComplicationsPerOpNorm090508V41.pdf
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 61


Handing Over Care of Patients at Shift Change, Meal Breaks etc.


Aim: To provide a high level of continuous care for patients in theatre at all times. To ensure a safe and comprehensive handover of care at times of staff changeover.


At all times of staff changeover, the following information must be passed to the relief member of staff:


· patients name and age


· position on list if a routine case


· any changes/alteration to list


· operation being performed and op site  laterality

· type of anaesthetic, blocks etc


· details of any allergies


· drugs given and/or drawn up


· details of any infusion lines – type and site


· details of any IV fluids; if blood is required is it available and /or checked (refer to Blood Transfusion protocol for correct checking procedure)


· special information e.g. hearing aids with patient; any dummies/toys with children; any items of clothing removed from patient


· any other relevant information such as abnormal observations or results, blood sugars etc. 

At all times of changeover assume you might not return to that theatre, so include as much information as relevant, appropriate etc to enable relief member of staff to provide continuous care of the patient.
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Procedure Reference Number: SOP-TSD 62

Policy for Discharge of Adult Patient form Recovery following

General of Regional Anaesthesia


Aim: The safe and timely discharge of patients from the Recovery room


The recovery practitioner must ensure that the patient has obtained a satisfactory ABCDE assessment ref: SOP-TSD 54 Assessment and Care of Patients in Recovery.


Discharge from the recovery room is the responsibility of the anaesthetist but the


adoption of strict discharge criteria allows this to be delegated to recovery staff. If


the discharge criteria are not achieved, the patient should remain in the recovery


room and the anaesthetist informed. 

Discharge criteria:


The following criteria are present following 4 consecutive and recorded 5 minute observations, for a minimal of 20 minutes prior to discharge


· The patient is fully conscious without excessive stimulation,

· able to maintain a clear airway and exhibits protective airway reflexes.


· Respiration rate and oxygenation levels are satisfactory.


· The cardiovascular system is stable with no unexplained cardiac irregularity.

·  The specific values of pulse and blood pressure should approximate to normal pre-operative values or be at an acceptable level commensurate with the planned postoperative care. 

· Peripheral perfusion should be adequate.


· Pain and emesis should be controlled and suitable analgesic and anti-emetic


      regimens prescribed. Pain and emesis scores to be recorded 1 and below.

· Temperature should be within acceptable limits.i.e 36 ` core and above.                                                                                                                         

· Oxygen and intravenous therapy, if appropriate, should be prescribed.

· Wound site/Drains/Catheter output have been assessed as satisfactory (refer to Surgeons Operation notes for post operative plan) and recorded.

An anaesthetist must be available at all times when:


· a patient who has not reached the criteria for discharge is present in the recovery room.

· If there is any doubt as to whether a patient fulfils the criteria, or if there has been a problem during the recovery period, the anaesthetist who administered the anaesthetic (or another anaesthetist with special duties in the recovery room) must assess the patient. After medical assessment, patients who do not fulfil the discharge criteria may be transferred to ITU/ HDU or Critical care unit.

Refer: SOP-TSD 56 Management of Admission to Critical Care from theatre and Ventilated Patients in Recovery

Handing over to ward staff

Patients should be transferred to the ward accompanied by a suitably trained member


of staff and porter. The anaesthetic record, together with the recovery ,prescription


charts, and operation notes, must accompany the patient. The recovery nurse must ensure that full clinical handover is given to the receiving ward Nurse and the Ward nurse signs the Handover sheet including date and time.
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 69


Action to be taken in the event of Power / Anaesthetic Gas Failure

		Aim:
To maintain a safe environment for patients in the event of Mains power failure/Anaesthetic gas failure







In the event of Mains Power/Generator failure it is expected that the anaesthetic machine back up battery will take over in this situation it is expected that the back up battery will provide power for Primus (Theatre)30 minutes, Tiro (Anaesthetic Room) 45minutes   mins , Fabius GS   mins , Zeus   mins . In this instance the following should occur


· Theatre/Anaesthetic Monitors (Morriston, Singleton)no battery backup, though the Recovery monitors have backup.


· Surgery and anaesthesia completed as soon as possible


· Availability of another fully functioning theatre ascertained


· If another theatre available then patient and equipment moved to that area

In the event of Power Failure/Generator Failure

· Hand ventilate patient 


· Use physical monitoring to assess patient if battery powered monitoring is unavailable

· Attach available battery powered equipment (list of available equipment to be kept up to date and location known by all staff)


· Have torch available


In the event of Anaesthetic Gas Failure

· Turn on oxygen cylinders and ensure that there is an adequate supply available

· Use Ambu Bag to manually ventilate patient if necessary


· Ensure patient remains anaesthetised using appropriate intravenous technique 

http://www.aagbi.org/sites/default/files/checking_anaesthetic_equipment_2012.pdf 
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 71

THEATRE GUIDELINES FOR INCIDENT REPORTING

This is a guide to the incidents that must be reported.  Staff should report any incident that harms or has the potential to cause harm. Refer to the Trust Incident Reporting Policy for guidance.


· Wrong operation performed


· Unexpected death


· Loss of swab, needle, instrument at the end of a procedure


· Diathermy burn or other injury caused by equipment


· Pressure sore development/tissue damage whilst patient is in theatre


· Patient falls or accidents within the department


· Patient mis-identification


· Problem relating to ‘consent’ of a patient


· Problems relating to the pre-operative preparation of a patient


· Discrepancies in the operation list e.g. incorrect name/procedure


· Multiple amendments to the operation list


· Lack of optimum staffing levels during procedures


· Use of theatre staff outside of the Theatre Department resulting in problems staffing theatres


· Equipment – lack of, failure of


· Drug errors


· Delay in transferring patients back to ward areas which leads to operational problems within the Theatre Department


· Manual handling including Slips/trips/falls

· Inoculation injury

· Violence and aggression
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 72
Management of patients requiring X-Ray in theatre


		Aim:
To ensure availability of X-Ray support when required in theatre







To ensure the smooth running of the theatre list the operating surgeon must undertake the following


· All theatre lists to be submitted to clearly identify X-ray requirements.

To ensure the smooth running of the operation list it is essential that prior to and during the list the Specialty Manager/Team Leader must undertake the following 

· All lists to be checked for patients requiring X-ray prior to commencement of lists.


· Specialty Manager/Team Leader to liaise and where possible, re-arrange lists to minimise ‘clashes’

· Specialty Manager/Team Leader to confirm availability with Radiographer prior to sending for case.


· If not confirmed – not to send for patient

· Radiographer, once confirming availability, not to accept another booking for another theatre unless life threatening emergency.


· Failure in system to be notified to Theatre Operational Manager.
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 73

Policy to outline the equipment & staffing levels necessary for the care of Level 3 Adult patients in Recovery.  

		Aim: Identify the equipment, staffing levels and ancillary services required for the care of a level 3 Adult patient in the Main Theatre Recovery Unit(s) within ABMU








The care of level 3 patients in recovery will require the following Equipment/Facilities

· Each bed area must have access to the following monitoring equipment


a) Non Invasive blood pressure


b) continuous electrocardiograph 


c) respiratory rate, 

d) pulse oximetry 


e) invasive venous / arterial pressure monitoring. 

f) capnography 

· Each bed area must have immediate access to an 

a) cardio-pulmonary resuscitation equipment 

b) Appropriate ventilator/support


c) equipment for humidification

d) oxygen and air supply, with at least two outlets for each

e) suction equipment and at least two suction outlets

f) multiple power sockets.


· There must be equipment available for patients requiring 

a) difficult intubation


b) patient warming


c) syringe driver infusion pumps 


d) volumetric infusion pumps.

e) access to specialist therapeutic and weight bearing beds 

f) Specialist manual handling equipment including an appropriate hoist system


g) adequate supplies of consumables for all of the equipment listed. 


MEDICAL COVER


· The medical lead and their team for each individual patient must be clearly identified to ensure accountability, clarity and consistency of decision making.

· The lead consultant for the continued care of the patient(s) should be an identified Consultant Intensivist.

· If a level 3 patient needs to be cared for in Recovery on an emergent basis, i.e the provision of a clinical ‘safe haven’ the attending anaesthetist / medical professional must remain with the patient until formal referral to the Critical Care team has been undertaken. 


· 24 hour anaesthetic cover. 


· 24 hour availability of medical cover from the referring team or speciality.


· Admission and or discharge of the Level 3 Adult patient must only be done under the direction of the identified Consultant Intensivist.


CARE PROVISION


· All patients requiring continued Level 3 care within the ‘Recovery’ unit(s) must have equitable access to and the provision of suitably experienced and qualified practitioners, ensuring clinical governance.


· When caring for a level 3 patient there should be a staffing ratio of one qualified practitioner per patient. 


· Support staff (qualified/unqualified) should be available at all times over a 24 hour period to assist the qualified practitioner in patient care. 


· For the continued care of a level 3 patient, the qualified practitioner providing that care within the Recovery setting should be experienced in the care of the critically ill and will ideally hold a post registration qualification in that discipline.


· In the emergent situation (when for example the provision of a clinical ‘safe haven’ is warranted) and in the absence of a critical care practitioner, the recovery staff could be called upon to care on an interim basis, given their proficiency in airway management and resuscitation skills.


· The recovery nurse caring for the level 3 patient on this basis should have access to an identified senior Critical Care practitoner for the purpose of professional guidance and thereby promoting clinical governance 


· All practitioners should at least be compliant in basic life support.  


ANCILLARY & ALLIED HEALTH SERVICES


The Recovery department should ensure that they enjoy the same emergent access to diagnostic services that the Critical Care Department does and should include:-  


· Rapid access to plain film radiology, ultrasonography and computerised tomography.  

· Immediate access to a blood gas analyser and in addition 24 hour immediate access and reporting for biochemistry, haematology, microbiology and toxicology.

· Immediate access to blood transfusion services. 


· Access to Dietetics, Pharmacy, Occupational Therapy, Speech and Language and Physiotherapy service(s), augmented by the provision of 24 hour, seven day a week emergency respiratory care physiotherapy service.
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Theatre Services Department


Standard Operating Procedure

Procedure Reference Number: SOP-TSD 76


Procedure for effective hand-washing in preparation for Aseptic techniques
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Requirements

Suitable sink with elbow activated or sensor activated taps.


Antibacterial Agent i.e. Chlorhexidine based, Povodine-iodine based or Alcohol based.  (These should be wall mounted with elbow dispensers)

Bars of soap should not be used under any circumstances


Sterile nail brushes


Sterile gown pack


Pedal bin


Preparation


Short clean nails, free from varnish, false nails are not acceptable


All jewellery removed, only plain band wedding ring may be worn


Ensure sleeves of theatre top are fixed above elbow 


Moderate flow of water, set at a comfortable temperature


Technique


It is recommended that the first initial ‘scrub’ of the day will take 5 minutes and will be done using water and a scrub solution.  

First 2 minutes


· Wet hands and arms up to the elbow. Apply preferred antiseptic solution (Approx. 5 mls)


· Lather hands and arms up to the elbow, paying particular attention to fingertips and thumbs and washing between fingers.


· Rinse off lather through water stream, starting with the fingertips, and keeping your fingers upright progress to the elbows.  When elbows are reached remove arms from water flow Do not go back through from elbow to fingertips

1 minute


· Apply preferred antiseptic and repeat wash up to elbows


· Using sterile scrubbing brush, scrub the nails of each hand Do not scrub hands or arms

· Rinse off passing from fingertips to elbows ensuring fingertips remain elevated


1 minute


· Apply another measure of antiseptic, and wash hands and arms to elbows, paying particular attention to fingers, thumbs and between fingers.


· When elbows are reached do not come back down to hands

· Rinse off as before ensuring fingers are kept upright

Final minute


· Apply antiseptic


· Wash hands as before Do not go above the wrist

· Rinse hands as before, ensuring that fingers are kept upright.


Drying hands and arms

Sterile hand towels should be used at all times.  Use a separate hand towel for each limb, maintain the principle that the procedure is carried out from fingertips to elbows, do not rub vigorously (so as not to disturb skin cells) 

· Using one half of the towel, dry hand and between fingers first.  If a wedding ring is worn, using the towel slide ring slightly up finger and dry underneath, replace ring.


· Using the dry portion of the towel, dry from hand to elbow using a corkscrew movement, do not come back down to hand

· Discard towel into the receptacle provided


· Repeat for the second hand and arm


Subsequent scrub procedures

 3 minutes is the recommended time (if there is not an excessive time gap between the first and subsequent procedures, and there is no evidence of visible contamination of the skin) and can be carried out using an alcohol based scrub (dry)


Repeat from the second stage of the procedure, if the subsequent scrub is immediately following the first then it is not necessary to scrub nails.


When using alcohol based scrub solutions the rinse or drying procedures should not be undertaken.


References


National Association of Theatre Nurses, 2004. Standards and Recommendations for safe perioperative practive, NATN
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Aim: 	To reduce the amount of Micro-organisms found on the hands.



Maintain asepsis when gowning and gloving



Maintain asepsis when opening and laying up trays or carrying out invasive procedures
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