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INTRODUCTION

This manual has been designed to establish nursing care standards and correct
operating procedures for patient care in the Recovery Room setting, The purpose is
to ensure that uniform, quality oursing care is delivered to all patients postopera-
tively,

This manual is also intended to be a learming tool for the nurses, It is to be
used as part of the nursing orientation process, Each RR nurse should review the
material in this manual and be sble to perform all of the skills satisfactorily on the
Performance Checklist in the presence of an experienced RR nurse, This pracess
should be repeated each year in order to ensure that all nurses maintain a high level

of competency in recovery room nursing,
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SECTION [ PATIENT ASSESSMENT

ASSESSMENT GUIDELINES FOR THE
RECOVERY ROOM PATIENT

These gitidelines are to be used both in patient assessmeni and doctmentation in

the patient record,
NEUROLOGICAL.
Level of Consciotsness; Oriented, Confused, Inappropriate, Incomprehensible,
Unresponsive
Movement of Extremities, Muscle Tone
Reflexes, Cough, Gag
CARDIOVASCULAR,
EKG Rhythm, Normal sinus rhythm or abnormal, Rate, Regularity
Perfusion, Skin temperature, Capillary refill
Edema, Presence or Absence
IV Tlwids, Type, Additives, Rate, Site, Condition of site
RESPIRATORY;
Character of Respirations; Regular, Signs of Distress, Apnea, Retractions
Breath Sounds. Equal or Unequal, Ralcs, Rhonchi, Wheezes
Ventilatory Support, Type (ventilator, mask, nasal cannala), Ventilator
Settings, Amount of Oxygen
Cough, Productive, Nonproductive
GASTROINTESTINAL,
Any G, 1, Tubes; Suction, Gravity, Feedings
Bowel Sounds, Presence or Absence
Status of Abdomen; Soft, Distended, Hard
Stools; Frequency, Description
TFeeding; Type and Tolerance to Feeding
GENITOURINARY.
Urine, Color, Character
Presence of Catheter
Any Problems Voiding Spontaneously
SKIN:
Skin Color
Skin Abnormalities; Open areas, Rash, Petechiae, Bruises, Burns
OTHER,
Drainage Tubes, Volume of drainage, Type, Color, Location of tubes, Suction

Dressings; Location, Type, Drainage
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PROCEDURE, PATIENT ADMISSION TO THE
RECOVERY ROOM

Each patien admitted to the RR will receive the nccessary nursing assessment
and care, The following equipment should be available at the bedside so that the
nttrse can remain with the patient on his/her admission to the unit,

Equipment

Clean, prepared patient bed

EKG monitor with 8 electrodes

Oxygen hamidifier and flow meter, mask or cannula

Blood pressure cuff

Suction source

Clean suctior tubing and bottle

Sterile suction catheler with glove

Sterile bowl for normal saline

Sterile bottle of normal saline for suction

IV pole

Thermometer

Self-inflating bag (Ambu)

RR special nursing record
Nursing Action
1. Check fo see thal the palient has a patent airway and is breathing,

2. Put oxygen on the patient according to the doclor’s orders, Count the
respiratory rate_

3. Attach EKG elecirodes to the patient and the EKG monitor, select lead, and
check for a clear wavefoerm, Set alarm limits and turn the alarm on,

4. Cheek blood pressure,

5. Count ihe apical pulse with stethoscope for one mintite to check the aceuracy of
the monitor,

6. Check temperature,

7. Check TVs for function and accurate flow rate,

8. Perform nursing physical assessment including,

a, Neurological; Level of conscieusness, orientation, ability o follow comm-

ands, limb movement,

b. Respiratory, Listen to breath sounds with stethoscope, assess quality of

respirations,

VI



B ABEA SR E (RROBBIER T

BHFINTFEE HFENPERRLE G PERETPE BARATRER, PLA
HEAE—E, 5 RV &S T AR

Ez2)

HBTRIF I I R

B E RS =4 iR
FABABAFRE, HRRASE
A A

ek
RS E AT
HRw S HTFE
WHER, T REERA
BB I i I A AR A
BER

i3y

1 370 (% (Ambu)
HERE L Eia R e

PRI

LEERNTERTGE, HRTB,

2 HFEBAA. HOFBRE,

3B AN LR B iR, RO R, BRI, EEIE, MEEE
EHW. FEEHRE LERAE,

4. R,

S AW BRI LR, UREEMMES R,

6. B AW,

T ERERS, ERREER. HREN.

8. BEAT T AL TP ol WA
a AERYE. MREEE. BN, EEEMGE. MikEh,
b VPR RS TSN B, TR,



. e
. Check all drainage tubes to see that

e, Cardiovascular, Notc EKG rhythm, check peripheral pulses,
d, Gastrointestinal; Palpate abdomen, listen for bowel sounds,

Renal, If patient has catheter, assess urine color and amount,
they are draining properly and note

amount and kind of drainage,
Check all dressings for drainage and intactness,

11. Record all vital signs and observations or the nursing flow sheet,
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VITAL SIGNS

Vital signs are the most convenient and relizble indicators of a patient’s

condition,

Definition
Vital signs in the RR-ICU include apical pulse, respiratory rate, blood pressure
and temperature_

Necessity

Vital signs allow the doctor and nurse to recognize changes in a patient's condi-
tion and possibly prevent a life threatening situation,

The nurse needs to be aware of a patient’s pre-operative vital signs lo serve as
a basis for interpreting vital signs during the post-operative period.

It is also important to record the vital signs on the RR special record, We do
this in order that both the doctors and nurses can foliow the patient’s progress post

operatively,

Pulse

An apical pulse is taken because it is the most accurate, Every heart beat may
not be going through the circulatory system, In this case, it would not be felt in
the peripheral pulses.

The normal pulse rate is 60-200 beats per minute, The pulse should be measured
for one full minute because there may be irregular beats,

When the patient’s pulse increases, there is an increased stress placed oun the

hesrt,

Respirations

It is important to measure the respiratory rate for one full minute. The nurse
should note the quality of respirations also, i.c., shallow, irregular.

The normal respiratory rate is 16-22 tites per ntintte,

Biood Pressure
The systolic blood presstre is an indication of the highest pressure exerted on
the arterial walls during the cardiac eycle,
The diastolic blood pressure is the lowest level of pressure in the arteries during
the cardiac cycle, which is right after the heart contracts.
Normal blood pressure iss systolic 100-140
diastolic 70-90
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Temperature
All temperatures taken in the RR-ICU should be rectal. The rectal temperature

is more reliable because it is not as easily affected by extermal temperature changes,
It is necessary to checlk the temperature at least every 4 hours during the post-
operative period because an increase in temperature is ome of the first signs of
infection,
Whexn the patient’s temperature increases, there is increased stress on

which causes the heart to work harder,

the body

Special Notes
If there is a change in the patient’s condition, vital signs must be checked every

30-60 minutes, Always record vital signs on the RR-ICU special record with the

time and date,
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