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S.L. was a 58 year old Caucasian male.  He is 5’10” and weighs 195 pounds.  He is married and has two sons and two daughters. He stated that he deeply loves his children and is proud of them because they are all educated and graduated from college all with medical degrees. He is a nurse who enjoys backpacking and traveling.  He had no known drug allergies and takes Xanax for his anxiety.  His past surgical history included a ligation of the contralateral internal jugular vein and he previously suffered a stroke.  He presented to the doctor’s office with a complaint of leg pain that was unrelieved with rest.  He said that conservative therapy has failed to relieve the symptoms.  The doctor discussed with him about the proposed surgery, possible risks, complications, alternatives to treatment, as well as expected perioperative course.  He stated he understood everything and was ready to go ahead with the procedure. 

On Friday, October 15, S.L. under went an Aortic Endarterectomy at Carle Foundation Hospital.  His surgery was scheduled at 0730 with Dr. Cook.  Dr. Cook ordered a blood test to verify blood types in the incidence he needed a blood transfusion during the procedure. 


At USMC in Danville, George Norman and I never got to see any great surgeries and we never were able to pitch in like students at Provena Covenant. We never saw our instructor , if we had one at USMC. There were never any great surgeries, usually just simple ones in the morning and a couple ones later. However, since I work at Carle Foundation Hospital in the CVICU, I know Dr. Cook fairly well. I asked him if I could sit in on one of his heart surgeries because I was dying to see one and he kindly said yes. So that is why I did my full walk thru at Carle instead of USMC. However, I did have to leave early due to another class and I hope this was okay with you. 


At 0555, S.L. presented to the Carle Foundation Hospital ambulatory care unit.  He was ready for surgery by 0630.  While in the pre-operative are, the nurse performed an assessment that consisted of the patient’s health history, current medications, and the last time the patient ate or drank anything.  It was important for the patient to have nothing by mouth (NPO) for at least eight hours before their scheduled surgery time.  S.L. claimed the last time he ate or drank anything was last night at 0900.  

The analysis portion of the pre-operative process was gathering all the information you have just received and analyzing it to see if the patient was still able to go through the surgery.  The patient has completed all the necessary forms, consent has been sign, and he has not eaten anything since the night before so he should be all clear for the procedure.  However, there was a bit of miscommunication between Dr. Lo and the patient and his family so there was a bit of clarification and explanation before the surgery could actually begin.  


Once the nurse had finished analyzing all the necessary information, planning could begin.  At this point this was where all the pre-operative orders were read.  The nurse would check the history and physical, all lab work, checks that consent is signed, and administers any medications that were called for the patient to receive.   In this case, the patient was scheduled to receive Demerol and Xanax.  He was also to receive Cefazolin through his IV.   The pre-operative nurse will prime the tubing of antibiotic and connect it to the bag of Lactated Ringers solution.  The antibiotic will not be run until right before the surgery has started.  


Evaluation is the portion where the nurse evaluates everything that has happened from the time the patient has come into the room and until the time they have to leave for the operating room.  The nurse needs to evaluate all the necessary paper work has been filled out, consents have been signed, IV started, and the antibiotic has been primed.  The most important one to evaluate is that the patient has been NPO for at least eight hours.  Since this patient has completed and fulfilled all the necessary components for pre-op, he is able to go to surgery.  


Pre-operative teaching consists of informing the patient of what is going on with their surgery and everything that will be happening that day.  First, the nurse informs the patient that he will first start in pre-op, and then be transferred to the operating room.  Once surgery is completed, he will then be transferred to the post anesthesia care unit for recovery.  The patient then stays in recovery for an hour and once he is fully awakened, he will be sent back to the pre-op area for his post-op care.  He will stay for another hour and afterward he will be able to go home.  However, in this patient’s case, he will be transferred to another floor of the hospital because he will be required to stay in the hospital five to six days following surgery.  Before being discharged he will be taught wound care for his incision and the doctor will come and meet with him.  The nurse is responsible for making sure that all questions are answered. 


The circulating nurse, Barb, came into the room to get the patient.  He was not taken to a pre-op holding area, but instead taken directly to the operating room.  Once he was in the operating room they started another IV on him to monitor his blood pressure.  The patient also requested medications for his anxiety and the CRNA assured him he would be able to get them.


Once the IV was in they got him started on general anesthesia.  Dean is not an anesthesiologist so Dr. Prasad came in and administered general anesthesia through inhalation.  Dean was responsible for administering IV sedation.  Once he was sedated they placed a plastic wrap around his arms and head to keep that area sterile.  


After that I got the foley catheter in and then the nurses prepared the abdomen.  They began by shaving the entire abdomen, shaving the groin area, and then shaving both legs down to the knees. It was a very long and tedious process.  The scrub that was used was Providone Iodine Scrub.  Once the scrub was done Betadine Paint was used on all the areas that were just scrubbed.  When that entire process was completed the entire area was sterilized and ready for surgery.  


While the patient was being prepped, the scrub techs were setting up the sterile instruments and the sterile field.  The techs draped a sterile drape from the patient’s head to the top of the abdomen and then the feet were wrapped with plastic.  The sterile drape that was at the head of the bed was lifted up and clipped to poles so the anesthesiologist could create a wall between him and the surgery.  This also helped the CRNA view the patient’s face to know how well he was responding to the anesthesia.  


Dr. Lo came in and the Time Out was started.  By doing a time out, the nurse was acting as an advocate for the patient.  By assuring the patient is in the right positing and receiving the right care, the nurse was acting as an advocate.  The time consisted of the circulating nurse calling out the patent's name, age, sex, what the procedure was, what position the patient was in, and what antibiotics were being administered.  With the time out, the surgeon must be in agreement with everything the circulating nurse has said.  If there is anything wrong, surgery should not proceed due to an error that may have occurred.  Dr. Lo agreed with everything and surgery was started.  


During the surgery, the circulating nurse was charging the patient for the medications used.  Since the circulating nurse was not sterile, she was about to run in and out, and around the room to retrieved different materials needed from the pyxis for the surgeon or tech.  The circulating nurse was also responsible for assessing the patient and charting his status.  She looks at the patient from head to toe and charts how he was positioned, what equipment was being used to help position him, and where a pillow, lap belt, and other straps were in respect to the patient’s body.   She also charted what medications she opened and she must also record all the people present during the surgery.  

The circulating nurse was also responsible for doing a count off to list all the utensils used to make sure all the equipment counted at the beginning of surgery were out and accounted for.  If some number were to come up low at the end of the surgery, then there was a risk that it is still inside the patient.  This was another way the circulating nurse acted as a patient advocate – she made sure the patient remained safe.  


Unfortunately, I was not able to stay until the end of the procedure because it ran past our clinical time.  The surgery started almost an hour and a half late, and it was going to take longer than anticipated.  I had to leave as soon as they were suturing up the aorta.  


However, if I did stay until the end, they would have transferred the patient to PACU where he would have stayed for an hour to recover.  Once transferred there, a blood pressure cuff would have been placed on the patient’s arm and a first set of vital signs would have been taken.  Blood pressure, temperature, pulse, respirations, and oxygen saturation levels are the vitals needed.  


Once a patient was brought to the PACU, the circulating nurse, CRNA, and PACU nurse do a handoff and discuss the surgery and the patient.  The PACU nurse is informed of what medications were administered to the patient what time the surgery started and ended.  The reason for doing this report is that the PACU nurse knows what could happen and what to potentially expect.  This helps the PACU nurse to answer any questions the patient may have postoperatively.  The PACU nurse then performs a head to toe assessment on the patient.  Pedal and radial pulses will be assessed and graded, neurological status assessed, and the neurological assessment is done every 15 minutes.  A patient must have a score of a nine or higher before they can leave the PACU.  They test the patient on if they can move all extremities, if the patient is lethargic or easily aroused, and if the patient can respond to questions and talks to you. 


While in the PACU, the patient is cared for and watched very carefully.  Nurses are constantly doing vital signs, neurological assessments, and charting a physical assessment.  The nurse looks out for vital signs, nausea, and pain.  It is important that all three of those are kept under control.  


The nursing process of the PACU is the same as the nursing process in the pre-operative area.  The nurse does a physical and neurological assessment.  Based on how well surgery went, and how well the patient handled everything, the nurse can draw an analysis based on whether or not the patient is cleared to move to post-operative area.  The nurse will check the physicians’ orders for pain management and what dosage of medications should be administered to the patient.  Once a nurse is at the evaluation portion of the nursing process that is the time when she evaluates the patient and decides if they are able to be transferred.  


In the post-operative area, the nurse monitors vital signs every 15 minutes.  Since the patient has been awake from anesthesia for about an hour, they are able to eat food and drink.  I would have offered the patient a snack, and watched them for the next hour.  Vital signs would have been taken as well.  


On day 2 post-operatively, a nurse will make a phone call and conduct a short interview with the patient.  The nurse will ask a series of questions related to how the patient is feeling that day.  The first question asked will be if there were any respiratory problems such as wheezing, congestion, sore throat, difficulty breathing, hoarseness, or cough.  Responses will be recorded and the nurse will ask the next question.  She will ask if there had been any unusual bleeding or any impairment in circulations such as color change, increased pain, numbness, swelling, tingling, or coolness. 


After that, the nurse would ask if the patient had experience any unusual pain and if so, what medications were prescribed and if they were effective.  The nurse would then ask a series of general questions of if there was any nausea or vomiting, fever after discharge and what the temperature was, and if there were any prolonged drowsiness, dizziness, or headache.  The nurse would ask if there were any other problems and what the patient’s general condition was like after being discharged.  This interview would cover every aspect of concerns the nurses and doctor worry about after surgery.  If there was a problem, then the nurse would schedule an emergency appointment or make the patient come into the office.  


Overall this was really a great experience and a really great clinical rotation. However, at USMC I got to see a lot of really great procedures that I otherwise would not have had the opportunity to observe.  It was also great to follow a case through because then you can really see the whole process.  I wish this was a mandatory course because this was such a great clinical to have as a rotation.  I just wish I was at Provena Covenant instead of USMC because it seems like students over there had such a better experience than George and I did at USMC.
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