— i ’; POST ANESTHESIA CARE UNIT NAME:

];{. A.N :rD.S DATE: ADMIT TIME: DOB:

ELPING AND MURTURING
JEVELGPING SOCIETIES

-raee ﬂ PROCEDURE: CEDULA
Conscious at: Orders Checked: ID Band: [ Anesthetist: Surgeon:
Pre-Op: BP: P: Sp02: Allergies:
Reaction:
ANESTHESIA AIRWAY: Yes O No O 02 THERAPY Yes O No O POSITION
General [ yes out L/min % On Off Right Lateral []
Spinal [ Oral Mask Left Lateral [
Epidural [ Nasal T Piece Supine [
Block O Endotracheal Nasal Prongs Other:
IV Sedation O Laryngeal Mask Nebulizer
Loacl [ Other
Vital Signs BPAY Pulse o
INITIAL ASSESSMENT Time
Initial
DRessing: Dry + Intact [ 230
220
210
200
190
180
170
160
150
140
130
120
110
100
90
80
70
60
50
40
30
Resp
Sp0O2
LOC
Pain (1-10) 1-10 No Probe Pain Scale
Shivering S T = Tympanic Temp
Nausea N TA = Temporal Stir-up
Emesis E Artery Cond"n
Restless R O =Oral
Comfortable [ A = Axilla
See Nurses Notes * R = Rectal
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O.R. INTAKE / OUTPUT

BLOOD = IV FLUID = DRAINAGE / EBL = URINE =

TOTAL OPERATING ROOM INTAKE = TOTAL OPERATING ROOM OUTPUT =

Time Site & Need;e Rate Type Amount -Ir\(/)tiil Time Urine Gastric |Hemovac 3 Drain 5

TOTAL TOTAL

ECG RHYTHM STRIPS IV Infusions on arrival O Yes O No
[0 Peripheral
0 Central line
O Arterial line

MOTOR BLOCK: Motor Block is assessed by the ability to flex hip, knee, ankle and toes

SCALE Patient Response
VALUE
0 No motoer block, able to fully flex knees and feet
1 Just able to move knees and feet (unable to raise extended legs)
2 Able to move feet only (unable to bend knees
3 Unable to move hips, knees or feet (unable to flex ankle joint)

1 2 3 4 S 7 8

0 6 9
| | | | | | | | | |
I I I I I I I I I I
MO MODERATE
P P
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MEDICATION RECORD: DOCUMENT ALL MEDICATIONS GIVEN IN THE PACU POST-OP

MEDICATION DOSE |ROUTE INITIAL

TIME PATIENT PROGRESS NOTES
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1.0 |Respiration

(splinting or dyspnea)
0 = no respiratory effort or tachypnea

2 = able to breathe and cough without apparent difficulty
1 = breathing spontaneously but respiratory effort is limited

2.0 |Oxygenation
2 = able to maintain SpO2 > 92% on room air

0 =Sp02 > 90% even with O2 supplementation

1 = needs O2 supplementation to maintain SpO2 > 92%

3.0 |Consciousness

2 = fully alert and able to answer questions

1 = patient arousable by calling his/her name
0 = auditory stimuli fails to elicit any response

4.0 |Circulation

0 = HR & SBP within > or < 50% of pre-anesthetic level

2 = HR & Systolic BP within 15% of pre-anesthetic level
1 = HR & SBP within +/- 20% to 50% of pre-anesthetic level

5.0 |Activity

2 = able to move all four extremities
1 = able to move two extremities

0 = unable to move

6.0 |Children: the same scoring guide is used EXCEPT:
Circulation

0 = HR & SBP within > or < 50% of pre-anesthetic level

2 = HR & Systolic BP within 15% of pre-anesthetic level
1 =HR & SBP within +/- 20% to 50% of pre-anesthetic level

TOTAL

RN Sinature

Initial

NOTE:

PATIENT MAY BE DISCHARGED FROM PACU WHEN PACU SCORE
REACHES 8

PACU SCORE CONSTITUTES ONLY MINIMAL CRITERIA FOR DISCHARGE
AND OTHER DISCHARGE CRITERIA MUST BE CONSIDERED

v o IvD/Cd

Discharge from PACU by
RN

DISCHARGE SUMMARY

Discharge time:
Meets Discharge Criteria O Yes O No

Comments:

Transferred to:

Transported by
O Stretcher
O Bed

O Crib

O Wheelchair

Report given to:
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