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POST-OPERATIVE PHASE

Extends from the time the client is admitted to the recovery 

room, to the time he is transported back into the surgical unit, 

discharged from the hospital, until the follow-up care.

Begins when the client is admitted to the PACU or a nursing 

unit and ends with the client’s postoperative evaluation in the 

physician’s office.



GOALS
Restore homeostasis and prevent complication.

Maintain adequate cardiovascular and tissue perfusion.

Maintain adequate respiratory function.

Maintain adequate nutrition and elimination.

Maintain adequate fluid and electrolyte balance.

Maintain adequate renal function.

Promote adequate rest, comfort and safety.

Promote adequate wound healing.

Promote and maintain activity and mobility.

Provide adequate psychological support.



STAGES

Immediate Stage

period of 1 to 4 hours after surgery.

Intermediate Stage

period of 4 to 24 hours after surgery.

Extended Stage

period of 1 to 4 days after surgery.



IMMEDIATE STAGE

Nursing Interventions:

Monitor v/s.

Monitor airway patency and adequate ventilation.

Encourage coughing & deep breathing q1-2h.

Watch out for s/s of shock

Assess for Homan’s sign

Proper positioning

Monitor for return of gag reflex/ bowel sounds.

Provide comfort measures to relieve pain.



INTERMEDIATE STAGE

Nursing Interventions:

Monitor v/s.

Before ambulation, instruct the client to sit at the 

edge of the bed with the feet supported.

Avoid wound infection.

Maintain NPO status until gag reflex and 

peristalsis return.



EXTENDED STAGE

Nursing Interventions:

Monitor for signs of infection.

Encourage ROM exercises.

Continue to encourage ambulation.

Encourage food rich in CHON and vit.C.



POSTOPERATIVE NURSING CARE

Preparation for admitting the new 

postoperative patient

 Have the postoperative bed ready, 

linens, extra pillows for positioning

 Have the appropriate equipment ready:

 Suction apparatus

 Antiembolism stockings.

 Oxygen apparatus.

 If hip replacement, ensure you have the 

proper hip abduction pillow

 Emergency tray (airways, drugs, etc) 

depending on the type of surgery



INITIAL NURSING ASSESSMENT
 Verify patient’s identity, operative procedure and the surgeon who performed 

the procedure.

 Evaluate the following sign and verify their level of stability with the 

anesthesiologist:

Respiratory status

Circulatory status

Pulses

Temperature

Oxygen Saturation level

Hemodynamic values



INITIAL NURSING ASSESSMENT
 Determine swallowing and gag reflex , LOC and patients response to 

stimuli.

 Evaluate lines, tubes, or drains, estimate blood loss, condition of wound, 

medication used, transfusions and output.

 Evaluate the patient’s level of comfort and safety.

 Perform safety check; side rails up and restraints are properly in placed.

 Evaluate activity status, movement of extremities.

 Review the health care provider’s orders.



INITIAL NURSING INTERVENTIONS

Maintaining a Patent Airway

Allow the airway ( ET tube ) to remain in place until the patient 

begins to waken and is trying to eject the airway.

The airway keeps the passage open and prevents the tongue 

from falling backward and obstructing the air passages.

Aspirate excessive secretions when they are heard in the 

nasopharynx and oropharynx.



INITIAL NURSING INTERVENTIONS

Assessing Status of Circulatory System

 Take VS per protocol, until patient is well stabilized.

 Monitor intake and output closely.

 Recognize early symptoms of shock or hemorrhage

 cool extremities

decreased urine output ( less than 30ml/hr )

 slow capillary refill ( greater than 3 sec. )

 lowered BP

narrowing pulse pressure

 increased heart rate

* initiate O2 therapy, to increase O2 availability in the blood.

* place the patient in shock position with his feet elevated (unless contraindicated )



INITIAL NURSING INTERVENTIONS

Maintaining Adequate Respiratory Function

 Place the patient in lateral position with neck extended ( if not contraindicated) 

and upper arm supported on a pillow.

 Turn the patient every 1 to 2 hours to facilitate breathing and ventilation.

 Encourage the patient to take deep breaths, use an incentive spirometer.

 Assess lung fields frequently by auscultation.

 Periodically evaluate the patient’s orientation – response to name and 

command.

 Note: Alterations in cerebral function may suggest impaired O2 delivery.



INITIAL NURSING INTERVENTIONS

Assessing Thermoregulatory Status

Monitor temperature per protocol to be alert for malignant 

hyperthermia or to detect hypothermia.

Report a temperature over 37.8 C or under 36.1 C

Monitor for post anesthesia shivering, 30-45 minutes after 

admission to the PACU.

Provide a therapeutic environment with proper temperature and 

humidity.



INITIAL NURSING INTERVENTIONS

Maintaining Adequate Fluid Volume

 Administer I.V solutions as ordered.

 Monitor evidence of F&E imbalance such as nausea & vomiting.

 Evaluate mental status, skin color and turgor

 Recognize signs of:

a. Hypovolemia

decrease BP

decrease urine output

decreased CVP

 increased pulse

Monitor I&O

b. Hypervolemia
increase BP

changes in lung sounds (S3 gallop )

Increased CVP



INITIAL NURSING INTERVENTIONS

Minimizing Complications of Skin Impairment

Perform handwashing before and after contact with the patient

 Inspect dressings routinely and reinforce them if necessary.

Record the amount and type of wound drainage.

Turn patient frequently and maintain good body alignment.



INITIAL NURSING INTERVENTIONS

Maintaining Safety

Keep the side rails up until the patient is fully awake.

Protect the extremity into which I.V fluids are running so needle will 

not become accidentally dislodged.

Avoid nerve damage and muscle strain by properly supporting and 

padding pressure areas.

Recognize that the patient may not be able to complain of injury 

such as the pricking of an open safety pin or clamp that is exerting 

pressure.

Check dressing for constriction



PARAMETER FOR DISCHARGE FROM PACU

Activity: Able to obey commands

Respiratory: Easy, noiseless breathing

Circulation: BP within 20mmHg of preop level

Consciousness: Responsive

Color.: Pinkish skin and mucus membrane



POST OPERATIVE CARE GOALS



COMMON POST-OPERATIVE ORDERS

 NPO until fully alert, then ice chips as tolerated. Advance diet as tolerated.

 Suction (prn)

 Complete current IV then discontinue if patient tolerating fluids.

 Compazine 5 mg (prn) for nausea and vomiting

 Morphine Sulfate 10 mg IM every 3-4 hours (prn)

 Accurate intake and output

 Hemoglobin and hematocrit in a.m. 

 Catheter if patient can’t void in 8 –10 hours

 Reinforce dressing (prn)



POST OPERATIVE FLOW SHEET



POST-OPERATIVE COMPLICATIONS

 Hematological

Hemorrhage

 Respiratory

Atelectasis

Pneumonia

Pulmonary Embolism

 Cardiovascular

Hypotension

Cardiac Dysrhythmias

Venous Thrombosis

 Urinary

Urinary Retention

Low urine production

Gastrointestinal

Paralytic ileus

Constipation

Neurological

CVA/Stroke

Immunological

Infection

Wound Healing

Dehiscence

Eviserations

Infection

Psychological

Body image problems



POST-OPERATIVE COMPLICATIONS



POST-OPERATIVE COMPLICATIONS

 HEMORRHAGE

 Copious escape of blood from the blood vessel

 Capillary – slow, generalized oozing

 Venous – dark in color and bubble out

 Arterial – spurts and is bright red in color

Manifestations

 Apprehension, restlessness, thirst, cold, moist, pale skin

 Deep rapid respiration, low body temperature

 Low blood pressure, low hemoglobin

 Pallor

 Progressive weakness

Nursing Intervention

 Administer Vitamin K as ordered

 Pressure dressings

 Blood transfusion

 IV fluids



POST-OPERATIVE COMPLICATIONS

 PULMONARY COMPLICATIONS

 Atelectasis

 Bronchitis

 Bronchopneumonia

 Lobar pneumonia

 Pleurisy

Manifestations

 Dyspnea

 Fever

 Tachycardia

 Decreased O2 Saturation

 Cyanosis



POST-OPERATIVE COMPLICATIONS

Nursing Interventions
 Assess lung and breath sounds.

 Reposition the client.

 Promote lung expansion and airway patency.

 Reinforce deep breathing, coughing, and turning exercises

 O2 therapy as ordered/needed

 Antibiotics as ordered

 V/S and frequent lung sound assessment

 Encourage early ambulation

 Incentive spirometry



POST-OPERATIVE COMPLICATIONS

 CARDIOVASCULAR

 Hypotension

 Cardiac Dysrhythmias due to hypokalemia, hypoxemia, 

hypercarbia, acid/base imbalances, underlying heart disease, and 

circulatory instability.

Manifestations

 Disorientation

 Loss of consciousness,

 Chest pain

 Oliguria

 Anuria



POST-OPERATIVE COMPLICATIONS

Nursing Interventions

Assess V/S, pulse Oxymeter, peripheral pulses, LOC 

and report as necessary.

Assist physician with interventions aimed at correcting 

the underlying cause of the hypotension.

Compare peripheral pulse with the heart sounds heard.

Resolving the underlying cause of the dysrhythmia.



POST-OPERATIVE COMPLICATIONS

 FEMORAL PHLEBITIS/ DEEP THROMBOPHLEBITIS

Often occurs after operations on the lower abdomen or during the course of septic 

conditions as rupture, ulcer or peritonitis.

Causes

 Injury – damage to vein

 Hemorrhage

 Prolonged immobility

 Obesity/ debilitation

Manifestations

 Pain

 Redness

 Swelling

 Heat/warmth

 Positive Homan’s sign



POST-OPERATIVE COMPLICATIONS

Nursing Interventions (prevention)

 Hydrate adequately to prevent hemoconcentration

 Encourage leg exercises and ambulate early

 Avoid any restricting devices that can constrict and impair 

circulation

 Prevent use of bed rolls or dangling over the side of the bed with 

pressure on popliteal area

 Bed rest, elevate the affected leg with pillow support

 Wear antiembolic support hose from the toes to the groin

 Avoid massage on the calf of the leg

 Initiate anticoagulant therapy as ordered



POST-OPERATIVE COMPLICATIONS

 INTESTINAL OBSTRUCTION

 Loop of intestine may kink due to inflammatory adhesions

Manifestations

 Intermittent, sharp, colicky abdominal pains

 Nausea and vomiting

 Abdominal distention

 Diarrhea(incomplete obstruction), no bowel movement (complete)

 Return flow of enema is clear

Nursing Interventions

 NGT insertion

 Administer electrolyte/ IV as ordered

 Prepare for possible surgical intervention



POST-OPERATIVE COMPLICATIONS

URINARY COMPLICATIONS

Urinary Retention due to anesthesia, bladder sphincter 

spasm

Manifestations

 Inability to void

Distended bladder

Restlessness

Suprapubic pain

Maintain IO chart



POST-OPERATIVE COMPLICATIONS

Nursing Interventions

Need to assess for urine output, both color and amount,

Urine output should be 0.5ml/kg/hr, and the patient 

should urinate within 6-8 hours of surgery

Nurse should facillitate voiding by normal positioning of 

the patient to void

Provide privacy to void, running water, pouring warm 

water over a female's perineum can assist with the 

ability to void, and ambulating to the commode/toilet can 

help



POST-OPERATIVE COMPLICATIONS

WOUND INFECTIONS

Causes

 Staphylococcus aureus

 Escherichia coli

 Proteus vulgaris

 Pseudomonas aeruginosa

 Anaerobic bacteria

Clinical manifestations

 Redness, swelling, pain, warmth

 Pus or other discharge on the wound

 Foul smell from the wound

 Elevated temperature; chills

 Tender lymph nodes



POST-OPERATIVE COMPLICATIONS

Rule of thumb:

Fever within first 24 hours – pulmonary infection

Within 48 hours – urinary tract infection

Within 72 hours – wound infection

Preventive interventions

 Strict aseptic technique

 Wound care

 Keep unit clean

 Antibiotic therapy as ordered



POST-OPERATIVE COMPLICATIONS

WOUND COMPLICATIONS

 Hemorrhage

 Wound dehiscence – disruption in the coaptation of wound edges 

(wound breakdown)

 Wound evisceration – dehiscence + outpouching of abdominal 

organs



POST-OPERATIVE COMPLICATIONS

Nursing interventions

 Apply abdominal binders

 Encourage proper nutrition (high protein, vitamin C)

 Stay with client, have someone call for the doctor

 Keep in bed rest

 Supine or Semi-Fowler’s position, bend knees to relieve pain

 Cover exposed intestine with sterile, moist saline dressing

 Reassure, keep him/her quiet and relaxed

 Prepare for surgery and repair of wound



POST-OPERATIVE COMPLICATIONS

 PSYCHOLOGICAL

Body Image Problems

 Any surgery has the potential to cause body image disturbances

 Need to provide empathetic support

 Meet the patient’s need when they are ready...i.e. if they don't 

want to look at their colostomy, that might not be the time to teach 

colostomy care

 Support the family as well

 Provide social work referral where indicated



THANK YOU FOR 

YOUR 

ATTENTION


