General Surgery—Intro, Pre and Post Op Care with Geriatric Considerations
Elective Surgical History – not an emergency
1) Identify location of pain and consider organs in that area (explore PQRST factors) – relate location of pain to associated underlying structures or organs.  Consider possibility of referred pain from other locations.  Utilize more sources for history in geriatric patients.  
2) Explore associated symptoms – anemia, n/v, anorexia, change in bowel habits and/or appetite

3) Detection of comorbid disease – DM, HTN, seizure disorders, underlying coagulopathies
4) Document previous surgical procedures and explore past surgical history

5) Identify medications and allergy triggers – assess anesthesia risk, previous anesthesia reactions
6) Relate patient position at time of injury to trajectory path with penetrating injuries – may help anticipate underlying organ problems
Emergent Surgical History

A – Allergies

M – Medications, especially cardiovascular 
P – Past medical history

L – Last meal/last BM

E – Events preceding the emergency (see above), such as LOC
Physical Exam of the Surgical Patient

Elective Physical Exam

1) Comprehensive physical exam from hair down to toes

Emergent Physical Exam

1) Stabilize vitals (BCLS/ACLS protocol)

2) Spinal cord assessment/protection – do not remove collar unless screening exams have been performed
3) “Survey exam” – consider not only area of trauma but the entire patient.  Search for other exit and entry wounds (i.e. gunshot wound)
4) Life-threatening vs. limb threatening injury – patient may have both.  Any life-threatening injury should be considered primary.  Look for pulseless extremities
Risk Factors Associated with Surgical Procedures

Surgical Factors

1) Type of surgical procedure AND if elective or emergent – procedures directly involving the lung, heart, brain, kidney, and CNS are associated with a higher risk.  
2) Consider complications peri and post-op – most common post-op complications are pulmonary.  The procedure does not have to include the lungs.  Patients with mid-line incisions (sternum to pelvis) and thoracotomy have a great amount of post-op pain.  Longer operations cause greater derangements in pulmonary function, fluid and electrolyte disturbances

Anesthesia Factors

1) Local vs. general anesthesia – less risk with local anesthesia.  General anesthesia is associated with intubation and mechanical ventilation, poising a greater risk.  
2) Pulmonary complications (peri and post-op) – patients under anesthesia cannot cough or clear mucus.  Sedation also suppresses respiratory drive, reduces tidal volume.  Respiratory rate is controlled by the anesthesiologist and the ventilator.
3) Cardiac complications (peri and post-op)
Patient Factors

1) Age - >60 is associated with progressive decline in static lung volume

2) Underlying cardiac and/or pulmonary disease – previous MI <6 months prior to procedure, COPD, asthma, smoking, occupational lung disease.  
3) Compliance factors – patients should not smoke at least 3 hours post-op.  
4) Neuromuscular disease – myasthenia gravis, Guillain-Barre syndrome.
5) Obesity – anesthesia complications
6) Hypoalbuminemia (poor nutritional status)

7) Acidosis, azotemia

8) Extended pre-operative hospital stay – exposure to nosocomial infections.  Patient will have a complicated pattern of host organisms, making prophylaxis or treating these patients more difficult.  
Pre-Operative Use of the Clinical Laboratory

1) Screening for asymptomatic disease – anemia, DM, metabolite imbalances

2) Evaluation of co-morbid disease that may impact peri and/or post-operative course – ECG, cardiac workup 

3) Identify illnesses that may contraindicate surgical option – unstable angina, MI <6 months prior, distant metastasis (unless a palliative procedure), pregnancy
4) Identify illnesses that require surgical intervention for definitive treatment – appendicitis, cholecystitis, hyperthyroidism, hyperparathyroidism, pheochromocytoma, foreign body, walled-off abscesses.

5) Evaluation and/or stabilization of metabolic disease or sepsis – pre-operatively control a septic patient.  Coagulation disorders, chronic renal disease, hepatic dysfunction 
Imaging/Endoscopic Studies Useful in the Evaluation of Surgical Patient

1) Plain abdominal films

2) Sonography

3) Pulmonary function testing

4) CXR

5) Exercise stress testing

6) Cardiac catheterization – ejection fractions, PCWP

7) Endoscopic procedures – mainstay in a definitive cancer surgery.  Includes esophagoscopy, bronchoscopy, gastroscopy, colonoscopy, sigmoidoscopy, proctoscopy, ERCP, and laparoscopy.  
Assessment of Pre-Operative Risk – See PAC 11 Handout

1) Dripps-American Surgical Association Classification

2) Cardiac risk scale

3) Assessment of individual risk factors
Pre-Operative Patient Education Issues 

A witness is necessary for informed consent.  Informed consent is a legal document in the chart.  

The MOST effective advanced directives include SPECIFIC instructions for health care decisions.  Important issues to be addressed should include the following: IVF, medication, inotropic support, renal dialysis, mechanical ventilation, and cardiorespiratory resuscitation.  

Living wills provide specific instructions for withdrawal of medical treatment in the event that a patient is unable to make treatment decisions and is terminally ill.  Living wills do not include withdrawal or withholding of any procedure to provide nutrition or hydration.  

Durable powers of attorney for health care (health care proxy) are directive that allow a patient to legally designate a surrogate or proxy to make health care decisions if the patient is unable to do so.  

Because the directive ARE legal documents, they MUST be executed properly to be legally binding (should be witnessed).  May involve social workers, patient advocate, risk management, quality assurance, patient and hospital/institution legal, pastoral care departments, or combination of any/all of above.
Documentation

1) History and physical exam

2) Pre-operative workup lab testing results

3) Consultation/clearances from other services including anesthesia

4) Consent (informed and witnessed) – document patient understanding
5) Pre-operative training – incentive spirometry, deep breathing, pain management (IV, PCA, IM, and post-op expectations)

6) Advanced directives

SEE SAMPLE CHARTS!!!
POST-OPERATIVE CONSIDERATIONS IN THE SURGICAL PATIENT

Major Causes of Post-Operative Complications in the Surgical Patient
1) Pulmonary – iatrogenic introduction of nosocomial organisms during intubation, atelecstasis, mucous plugs, pneumonia, and thoracic or thoracoabdominal procedure

2) Cardiac – post-op MI, in which mortality rate can rise to 50%, or if previous MI <6 months prior to surgical procedure

3) Fluid and/or electrolyte imbalance – hypo/hyperglycemia, hypo/hyperkalemia, hypo/hypernatremia.  Adjust fluids accordingly
4) Infection/sepsis – wound, systemic

5) Coagulopathies – 
6) Major organ failure

7) Hypercoagulability status – embolic phenomena, CVA, DVT, PE.  Consider prophylactic therapy post-op
8) UTI, urosepsis – remove all tubes ASAP to prevent colonization
9) Ileus – flatulence is a very positive sign
Interventional Techniques to Minimize Post-Operative Complications

1) Comprehensive pre-op history and physical exam – especially in elective procedures
2) Evaluation/baseline pre-op evaluation – includes labs and 2nd tier workup on an individualized basis

3) Pre-op anesthesia evaluation – evaluation of risk with particular attention to somatic factors (obesity, short neck)
Mallampati Classification


Mallampati classification helps to identify patients who may be difficult to Intubate.  Relates tongue size to laryngeal size (classes I-IV).  The amount of the posterior pharynx that can be visualized is important and correlates with the difficult of intubation.


Visualization of the pharynx is obscured by a large tongue (relative to the size of the mouth), which also interferes with visualization of the larynx on laryngoscopy.  The Mallampati classification is based on the structures visualized with maximal mouth opening and tongue protrusion in the sitting position (originally described without phonation, but others have suggested minimum Mallampati classification with or without phonation best correlates with intubation difficulty).  

	
	


Class I – soft palate, fauces, uvula, pillars

Class II – soft palate, fauces, portion of uvula

Class III – soft palate, base of uvula

Class IV – hard palate only

*Anticipate associated risk factors on an individualized basis 
Post-Operative Documentation


Formal operative report is dictated to medical records department, which is similar to operative note.  This documentation also includes patient medical record #, dictating physician/PA, frozen section results, and a more detailed description of the surgical procedure.

1) Position of patient

2) Type of skin prep/draping used

3) Location/type of incision – midline incision is common in abdominal surgeries to get full-view of the abdomen.
4) Details of procedure from beginning to end, including surgical findings

5) Intraoperative studies/x-rays, consultations

6) Closure techniques/dressings applied

7) Needle and/or sponge counts

8) Patient’s condition at conclusion of procedure

9) Copies of report to attendings and referring physicians
