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¢ Positive Patient Identification

Airway, Breathing, Circulation & Disability Assessment

Baseline Observations including, RR, Respiratory effort, SpO,, HR, BP and
Temperature

Oxygen requirements

IV Fluids

Analgesia

Urine Output

Reportable Blood Loss

Assessment of Wound Sites / Dressings

Presence of drains and patency of same

NGT In situ

o The following observations continue 15 minutely
o Pain Score




- PACU Discharge Criteria

o Core temperature 36 degrees or 36.6
degrees for neonates

o No active vomiting
| 0 Pain Managed
e o If there is a delay in transfer of patient
related to inabllity of inpatient unit to
accept care, then observations in the

PACU will continue to be 15 minutely
as per ACORN standards.




transferred to an Inpatient

o initial assessment should include: : ‘f 4 o
o Positive Patient Identification

o Physical Assessment of patient including
Airway, Breathing, Respiratory effort,
Circulation & Disability

o Actual Complications / Potential
Complications




~ Frequency of routine post
anesthetic observations:

o Immediately on transfer from PACU to ward

o Continue %2 hourly for 4 hours if the patient
had an Endotracheal Tube placed Bii
o Continue %2 hourly for 2 hours if the patient g
had a Laryngeal Mask placed Gl

o Continue %2 hourly for 1 hour if the patient
had a Face Mask placed
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Routine post anesthetic

observations should :

o RR, Respiratory effort, SpO,, HR, BP and
Temperature

¢© Neurological Assessment (AVPU)
o Pain Score

o Assessment of Wound Sites / Dressings
o Presence and patency of drains

o Other complications/assessment findings as
patient condition dictates
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Physical assessment

Airway: noises, secretions, cough, any artificial airways

Breathing: bilateral air entry and movement, breath
sounds, respiratory rate, rhythm, work of breathing: -
spontaneous/ laboured/supported/ ventilator
dependent, oxygen requirement and delivery mode.

=T -

Circulation: pulses (location, rate, rhythm and strength);
temperature (peripheral and central), skin colour and
moisture, skin turgor, capillary refill time (central and
Peripheral) ECG rate and rhythm if monitored.

Disability: Identify any abnormal movement and any
aids required such as mobility aids, transfer
requirements, glasses, hearing aids,
prosthetics/orthotics required.
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Physical assessment

i o Observation of vital signs including Pain: ot

numeric scale, ¢

o Skin: Colour, turgor, lesions, bruising, g
wounds, pressure injuries.

o Hydration/Nutrition: Assess hydration and

nutrition status and check feeding type- oral,
nasogastric, gastrostomy, jejunal, fasting,,
type of diet, IV fluids.



Physical assessment

o Output: Assess Bowel and Bladder
routine(s), incontinence management urine
output, bowels, drains and total losses.
Review fluid balance activity
Blood sugar levels as clinically indicated.
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