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Following a Patient through the Surgery Process
The purpose of this paper is talk about experiences I had from following a patient through the surgery process on Friday October 8, 2011.  This paper will include the patient’s demographics along with the explanation of the patient’s surgery. I will also include discharge plans, assessment, and medications that the patient had during her surgery. This paper will go into detail with every aspect of this patients surgery.
The patient is a white female that is 40 years of age. She complains of heavy painful menses for 3 months now. She bleeds every 28 days and when she bleeds it is for 1 to 2 weeks at a time. The first several days are extremely heavy. She changes her pads and tampons every hour, but still soils her clothing. The patient gets severe central stabbing in her pelvis which is accompanied by huge blood clots, sometimes baseball size. She has heavy spotting in between her periods and also has the occasional post coital spotting, but it is not on a consistent basis. The patient is 5 feet and 9 inches tall. She weighs 183.4 pounds currently. 
This patient’s past surgical history indicates that she has had a laparoscopic cholecystectomy in 2005, a bilateral tubal ligation on 1993, and a tendon repair in her during her teenage years. The patient denies and tobacco, alcohol, or illicit drug use. She is a non-smoker of 9 years. She has chronic bronchitis. She is married and lives with her husband and her step children. She works as an EMT and is a part-time student. The patient’s family history indicates that her father had COPD, skin cancer, and colon cancer. Her mother is alive and well. Her paternal aunt has breast cancer.
The physical assessment shows that the patient’s neck is supple, nontender, and nondistended. She has positive bowel sounds and has no hepatosplenomegaly or hernias. The patient has no lower extremity edema. Her lungs are clear bilaterally. Her heart has a regular rate and rhythm without any noted murmurs. The abdomen is soft and nontender with no distention noted. The patient has menorrhagia with dysmenorrheal. All management options were discussed with the patient in detail. Oral contraceptives, Depo-provera injections, Mirena IUD, and endomeitrial ablation were all discussed in detail with the patient. She was counseled about the risks of the procedure which includes bleeding, possible infection, possible uterine perforation, and anesthesia risks. She understands these risks and wishes to proceed with the surgery. She is having a Hysteroscopy Dilation and Curettage with Novasure.
The first step of the surgery process is for the patient to check in with the secretary and let her know that the patient is there and ready to go. The secretary alerts the preoperative staff of the patient’s arrival. The secretary then brings the patient back into the preoperative room where they are asked to take all clothes off and put on a gown, remembering to tie it only around the neck. The patient is then put behind the curtain to ensure privacy while he or she is getting undresses. They are also asked to use the bathroom before getting any medicine. The nurse then goes into the patient’s room and hooks them up to a monitor that screen blood pressure, heart rate, pulse, and oxygen saturation. This patient’s preoperative vital signs are as follows: BP 115/55, P 67, R 18, SaO2 98%, and T 35.8 C. 

The patient is then asked questions regarding pregnancies, medications, and history. The patient is asked if she is pregnant and is required to take a pregnancy test. This is due to the local anesthetic medication known as Versed. Versed cannot be given to any female who is pregnant for fear of fetal harm. This is a standard procedure at Sarah Bush Lincoln hospital. The nursing staff introduces themselves and goes through the procedure, but only after asking the patient her name, date of birth, and what she her procedure includes to ensure proper teaching on the surgery she is about to partake in. The nurse talks about what is going to happen before, during, and after surgery. They also talk about how long the surgery will take, who will be taking care of their anesthesia, and asks questions about the patient’s home meds. The nurse then asks the patient who will be their licensed driver because after anesthesia is given, the patient will be legally intoxicated for 24 hours.
The nurse then hands the patient a consent form to sign making sure that the procedure is still going to be proceeded with. After the patient signs the consent form, the nurse assesses the patient for a patent IV site where they will put the IV. After the IV is in place, the nurse gives the patient 0.9% normal saline to open the vein and make sure no puffing or swelling of the IV site is taking place. In the case of this patient, she was given an IV bolus to increase her blood pressure. After all of this is over, the nurse calls the secretary to let the patient’s family know that the patient is ready to see them. The family comes back and awaits the arrival of the OR team.

The Registered nurse and the anesthesiologist or the CRNA come to the preoperative room to discuss the anesthesia with the patient. The patient is informed what will be given to her and how the team will keep her airway open. IN this case, the patient will be receiving an LMA or a laryngeal mark airway. This is to ensure that the patient continues to breathe through her mouth and it also keeps her airway open.  After the team is through talking to the patient, she is given her local anesthetic drugs. She is given 2 milligrams of Versed and 30 milligrams of Tordol. These medications act quickly and give and alcohol intoxication-like effect. She got really talkative and laughed a lot which are all side effects of the medications. 
The RN, Asa and the CRNA, Thomas took the patient to the OR room to get her prepped for surgery. They brought her into the surgery room, Delta, and asked her to move from her bed onto the OR table. The CRNA gave her several drugs throughout the surgery. He gave the patient 200 milligrams of Propanol, 50 milligrams of Phentenol, and 1000 milligrams of Tylenol. These drugs are for pain and sedation. The patient was then wrapped with warm blankets, because the OR is a very cold environment and she is at risk for hypothermia. The CRNA then proceeds to give the patient her Laryngeal mask airway to maintain a clear and patent airway. When this is completed the team starts to prep the patient for surgery.

The client has a belt put around her waist to keep her from falling off the table. Her arms are wrapped in blankets for warmth then laid on arm tables and wrapped so that they do not fall off either. The patient’s legs are placed in stirrups and secured with velcro to maintain proper placement. The pelvic area is then prepped with iodine solution before the procedure begins. From her buttox to her lower abdomen, the patient is covered with iodine and then has the excess wiped off.

The staff then scrubs in. The surgical team consists of the CRNA, Thomas, and 3 RNs, Asa, Christine, and Alicia. Asa is the circulating nurse and watches the there is no contamination of sterile field areas. The sterile team then drapes the patient with sterile sheets to ensure the upmost quality of sterility. They start with the abdomen of the patient and pull the top of the sheet up to the CRNA where he clips it to the IV poles to maintain sterility. Then they bring the bottom portion of the sterile sheet down to the bottom of the abdomen. Sterile leg covers are then placed on the patient’s legs to protect the surgical site from contamination. At this point, the doctor comes in and is ready for his gown and gloves. The surgical technician, Alicia helps him put on his sterile gown and gloves.
The patient is in high lithotomy position and awaits the surgeon, Dr. Meyer, to begin the procedure. His start time is 0736 hours. He places and vaginal horn in the vagina to move internal anatomy out of his way. He inserts a probe into the vagina to find the endometrial tissue. He shaved some of this tissue off and also took a sample of this tissue for an endometrial culture. The surgeon also took pictured inside the vaginal wall. He then injected 10 milliliters of 1% Lidocaine into the vagina as a local anesthetic to reduce pain and cramping when the patient awakens. He then filled the vagina with Normal Saline so that he could see inside easier. He inserted the novasure and the circulating nurse turned it on. The patient was measured as 6 inches in length and 4.5 inches in width. After this the surgeon was done. 
The staff did a count and ended up with the same count they had before. This included 10 sponges, 2 sharps, and 22 instruments. The staff proceeded to remove all instruments in her vagina, and around that were aiding in opening the vagina wide enough to see what was going on. The anesthesia department continued with waking the patient up as the staff took everything sterile off of the patient. Then the team took their own sterile gear off and unstrapped the patient in the process. The anesthesia department needed her to be awaken by the sound of their voice instead of shaking. She is groggy and sleepy, but she responds to the CRNA. It was interesting to see the patient go from being completely awake, to being legally intoxicated, and then viewing her asleep during the procedure. Waking her up looked very painful for the patient in regards to physical pain she feels when she awakens that she may have not been aware of under anesthesia drugs. 

The staff that was present completely unstrapped the patient, handing the saline bag to the foot of the bed because this is where the IV pole is attached to the bed at. They bring her to a room with several units individualized by private curtains that formed a cubby hole. This room is called PACU phase I for same day surgeries. The patient was taken here to further wake up and recover before visit with family and ultimately going home. Her vital signs were taken and her charts were reviewed by the nurse while the doctor had the patient’s family called to his office so that they could discuss the procedure.
The staff asked the patient to rate her pain on a scale of one to ten according to the wong-baker scale. She rated her pain at an 8 or a 9 only due to the cramping from the procedure. The staff wants to make sure there is no post-anesthesia effects on the patient, especially those that could be long term. The registered nurse then does her head to toe assessment after surgery. Her level of consciousness and verbal response were assessed along with her airway, respirations, and breath sounds. The skin, pulses and circulation were assessed too. After this the nurse also checked the abdomen for distension and tenderness. Urine characteristics and incision sites were also assessed on the patient.  This patient was very emotional and teary-eyed after her procedure, but the nurse said that this happens to some patients. She said some patients handle surgery better than others. Some can take it and some just cannot control their emotions afterwards. The patient entered the PACU phase I at 0803. 
The client went from PACU phase I to PACU phase II at 0853 in the morning. The plan is to get them to eat and drink something and have them void then they can go home. Danyll the RN in the PACU phase II which doubles as the same area as the preoperative room explained the procedure and planning for going home after a patient has surgery. Pain medications are encouraged by the RN for the patient so that they do not feel pain. If they keep on top of their pain it will not be unbearable. There are a lot of questions that the RN asks the patient after phase I to ensure her safety. The patient is assessed for drainage, any sign of fever, if she has nausea or vomiting, and if she has pain, sore throat, or a cough. The RN finds out that the patient had 1000cc of normal saline in the operating room and shares that information with the patient explaining that if she suddenly feels the urge to urinate, it is probably due to the excessive amount of normal saline given. 
The nurse monitors LOC, respiratory function, ensure airway patentcy and encourage deep breathing and coughing. They also position the patient for optimal exchange and check the patient’s pulse oximeter. Postoperatively, the patient was kind of nauseous. She was given 4 mg of Zofran for her nausea. She was also given 1 mg  capsules of Motrin to control pain and nausea at home.

The nurse gives the patient discharge instructions for her trip home. As established in preop, the patient will have to have a designated driver for a safe trip home. She is given 600 mg of  Motrin to take by mouth, every 6 hours, as needed for pain. She was given a dose of this at 0920 and can take the next dose at 1120 as needed, but it is encouraged.  She is to take this medication with food and follow up with her surgeon, Dr. Meyer in 2 weeks which lands on October 21, 2011 at 1615 hours in his office. 
The patient is instructed not to drive, operate equipment, or drink alcoholic beverages for 24 hours or while taking her pain medications. She is allowed to be up and about on the day of surgery as tolerated, being care not to over-exert herself. She may resume sexual activity in 2 weeks from the date of her surgery after her appointment with Dr. Meyer.  She is not to have a tub bath or wear a tampon for 14 days postop and only with the doctor’s consent after that. She is also not allowed to swim or enter a hot tub for that same time period. This is because the cervix is dialated and open. She needs healing time to tighten back up before penetration occurs.

The patient may resume her normal diet as tolerated. She is to avoid constipation by increasing fluids and use of stool softeners as ordered by the physician. She can expect vaginal drainage or spotting, and abdominal cramping or discomfort may occur. She should notify the physician if there is a fever or persistent nausea and vomiting. She should also notify him if she has persistent bleeding or drainage and if pain is not relieved by pain meds/ If she is unable to reach the physician she should call the outpatient surgery center at 1-217-348-2196 between the hours of 6 in the morning and 4:30 in the evening. She is instructed to contact the office if any problems and to expect a follow-up call 2 days later. 
During the follow-up call, she will be asked if she has any unusual drainage or a fever. She will also be asked if she has nausea or vomiting, pain, a sore throat, or a cough. She will be asked if there has been any unusual occurrences and if there is anything that the staff could have done better. I learned a lot during this process and it was definitely a learning experience. 
