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Case Study

This periopeoperative case study was conducted on a 23 year-old patient known as P.J. with a stated height of 69 inches and weight of 180 pounds.  P.J’s health history includes mild retardation, high functioning autism, gastric reflux, and chronic constipation.  PJ.’s surgical history includes a right wrist fracture pinning in 2001.   P.J. has many allergies that have been associated with his autism.  Food allergies include milk, wheat, and eggs but no drug allergies. History and physical (H&P) states the food allergies give him gastric “problems.” Even though this is listed as allergies, they could be considered “intolerances.”  P.J. lives in an apartment with his parents in a nearby community.  Even though P.J. has autism, he is able to perform many activities of daily living (ADL’s) without assistance according to P.J.’s mother. P.J. takes a significant amount of medications including vitamins, on a daily basis, many of which are to control his behavioral issues associated with autism and the associated health problems. P.J. is not on any anticoagulation medication which could be of a concern with a surgical procedure.                      
Dr. Savage performed an excision of a large wart from P.J.’s left lower anterior leg. The procedure was performed on 6/21/10, at 0830 hours.  The patient arrived at the hospital accompanied by his mother and was brought to the ambulatory care unit where the preoperative procedure begins for most day stay surgeries.  P.J. was checked in, given a belongings bag, gown and warm blankets.  After changing into a hospital gown the patient was then assessed by the preoperative nurse.  We began by reviewing his chart ensuring the preoperative CBC test taken on 6/17, was on the chart.  P.J.’s  history and physical (H & P) was completed by his primary care doctor three days previously to this visit.  We ensured the consent was correct and that his mother understood the procedure and anticipated outcome of the procedure then it was signed by his mother, due to patient disability. Vital signs were then obtained. Temperature, 97.9 (oral) degrees fahrenheit, apical pulse strong and regular at 63 beats per minute, lungs sounds clear in all fields, with respirations even and unlabored at 16/min, blood pressure 149/76 left arm and SaO2 97% on room air, pain scale 0/10.  In addition, we made sure the patient has been NPO since midnight.  P.J.’s mother was involved in every step of the pre-op process, informing her why we were doing what we were doing.  We involved P.J. into our teaching also, as he can understand basic instruction.                                                                                                                                      
This “simple” surgical procedure has been order to be done in surgery, due to the patients’ mental disability and the size of the wart. This type of procedure is usually done in the MD office, but without sedation, P.J.would not be cooperative during procedure.  The only pre-op orders were to keep open (TKO) Lactated Ringers IV and Ancef 1gram IV “on-call” to surgery.  This antibiotic was ordered prophylactic for infection. #20 gauge IV was started on first attempt in his right forearm with normal lactated ringers at 20ml/hour. The anesthesiologist spoke with the patient, and his mother, and discussed what would take place and made sure he (and mom) had not had any previous reaction to anesthesia.  P.J. had not had any problems with anesthesia before, but his family history included his mother having difficulty “waking up” from anesthesia.                                             

The nursing process involves assessment, analysis, planning and evaluation.  The nurse and I assessed that there was no change involved in the patient’s current health history, drug allergies, concerns of the patient/family and vital signs.  We also used analysis from the assessment phase in terms of premedicating the patient to prevent any infection.  We planned for the surgical process in terms of education of the procedure, pain management, antibiotics for the surgery, surgical consent and starting an IV and fluids.  We made sure that mother and patient understood the procedure, post-op care and pain management.  We evaluated the families understanding and knowledge of the entire care.                                                                                                    
Preoperative teaching involved anticipated post-op pain management, the process of the surgery and what happens after the surgery.  We told the patient and family member how long to expect the surgery to last and the postoperative process length of time.  We explained to the patient and mom that after surgery he would be taken to the post anesthesia care unit known as PACU and then back to the same area where he is now.  Mom would then be allowed in the area at that time.  Prior to discharge, P.J. would have to tolerate P.O. fluids and urinate before he would be able to be discharged from the hospital.  We explained how vital signs would be taken frequently in the postoperative area.                                                                                             
Prior to the procedure we filled out the surgical checklist, double checking the ID band, surgical consent, checking for jewelry, loose teeth, and allowing P.J. to void. After the certified registered nurse anesthetist (CRNA) anesthesiologist gave P.J. Versed 2mg IV, we transported P.J. by gurney, with side rails up, to the surgical suite for the surgery.                                                                                
The intraoperative process includes many patient safety issues.  Glenn was the circulating nurse for the procedure.  The patient was transferred to the operating room (OR) table making sure proper body alignment and positioning was maintained.  Cushioned pads were placed under the patients arms and he was strapped to the arm boards.  It is the duty of the circulating nurse to ensure all surgical equipment is functioning maintaining a aseptic environment, availability of specific instruments and supplies for the surgery (Brunner, Suddarth, and Smeltzer, 2008).  The surgical scrub tech did the majority of setting up equipment and supplies with the help of circulator opening up irrigation fluid and attaching suction tubing.  The CRNA was present throughout the positioning as P.J. had been given the sedative Versed  IV in pre-op.  Draping of the client was performed by the surgical technician after the preoperative scrub was performed by Glenn  The CRNA was responsible for medication administration, intubation and assessment of the client’s vital signs and well being during the procedure. The circulating nurse is responsible for completing the time out form; identify the correct patient, date of birth, procedure and location marking.  They ensure the patient is in the correct positioning for safety and for the procedure.  Re-checking to make sure all ordered diagnostic tests are in the chart.  Making sure any special equipment is available, such as implants or instruments, making sure the ordered antibiotic is hung for the procedure and check for drug allergies.  These are all important steps to ensure safety for the patient.  It is essential all of these are taken care of prior to initiation of the surgery. The circulating nurse is responsible for making sure the five rights of the patient are maintained.  This procedure required a tourniquet around the leg to decrease bleeding at the surgical site.  The tourniquet can only be in place for two hours before it needs to be deflated. Once deflated, there needs to be a wait of at least 15 minutes before repeat inflation.  The circulating nurse is responsible for all documentation including time to the OR, incision time, sponge count, needle count, and length of the procedure. Glenn labeled the specimen container to be evaluated in lab.  Glenn used analysis prior to the procedure to determine if there are any risks for this patient with such a significant health history and medication regime.  He planned for any significant complications that could arise in any given situation during the procedure.  After the procedure, the evaluation phase included documentation of the total time of the procedure, instrument, sponge, needle count, and blood loss.  The circulator had obtained the supplies needed for the dressing of the surgical site including gauze and ace wrap.  Telephone notification was given to the PACU after the surgery was complete and the anesthesia had been completed.  The total procedure time was one hour and 45 minute but the actual surgery time 48 minutes.                                                                        
The patient was accompanied to the PACU by the CRNA and circulating nurse and verbal  report was given to the PACU nurse at the patients’ bedside. The PACU RN assessed P.J. and filled out a form which included  a graph for vital signs, pain assessment, surgical site assessment, Aldrete score (9 on arrival), I&O, and medications given.  The patient’s vital signs are recorded at least every 15 minutes. Ice chips are offered when patient is fully awake. If ice is tolerated, some type of beverage can be offered. Total PACU time is usually about 45 – 60 minutes.                                       
                                                                                           
Dr. Savage had written postop orders to be started in PACU.  P.J.’s leg was elevated and  an ice bag was put in place on his left lower leg.  Dressing was checked for bleeding and P.J. remained on oxygen 2L/nasal cannula until fully awake which was about 15 minutes once in PACU.  P.J.’s mother was able to come into the PACU, because of his disability, when he started to become alert.  After a final complete assessment of stable vital signs, orientation to person, place and time, minimal pain, nausea/vomiting absent and vascular checks intact the patient was discharged to the ambulatory care unit.                                                                                         
This continuation of the postoperative phase includes more important aspects for the patient.  Postoperative instruction was given to P.J.’s mother prior to the surgery, but was reviewed again along with the discharge instructions.  Vital signs were obtained every 15 minutes for 45 minutes while ongoing assessment of the patient was done. P.J. dressed himself with minimal assistance from his mother. We stressed to P.J. the importance of not unwrapping his leg, keeping it dry, keeping leg iced and elevated for 24 hours.  An appointment was made for P.J. for one week with Dr. Savage.                                                                                                             
The RN discussed signs and symptoms of complications with both the P.J. and his mother. Pain medication prescription was given to mother to fill at the pharmacy. Written discharge instruction was reviewed with P.J.’s mother and she signed that she understood the instructions and follow up appointment. After all questions were answered and the patient felt comfortable going home P.J. was able to be discharged accompanied by his mother.     
                                                                                                                                                           
I was able to contact P.J.’s mother the following day by telephone.  We discussed pain management and how P.J. was doing after his surgery. P.J.’s mother was giving him prophylactic pain medication every 6 hours just in case he would be having pain.                                    
I enjoyed interacting with both P.J. and his mother. For having such a devastating diagnosis, he was very high functioning and had a very funny personality.  I think currently having both pediatrics as well as mental health clinical rotations helped me with my communication with P.J.  Seeing the whole surgical procedure with a patient was enlightening also.  The nurses forgot to keep the family and patient informed as to when to anticipate the next step of the procedure.  They arrived early for the procedure but, in their thought process, were kept waiting, after they patient was ready.  I learned from this, to keep my patients informed to reduce their anxiety.  It was a rewarding experience to have P.J.’s mother thank me for helping them the previous day and encouraging me, stating that I will be a wonderful nurse.
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