PRE AND POST OPERATIVE MANAGEMENT

Dr. Surajit Bhattacharya, MS, MCh. FICS
PRE OPERATIVE CARE

The preoperative management of patients revolves around 6 factors:

1. Diagnosis – The nature and the site of the disease decides the care and investigations required

2. Necessity of surgery – particularly in emergency situations whether adequate conservative treatment has been given

3. Timing of surgery – whether it is an elective or an emergency procedure

4. Fitness of the patient

5. Preparation of the patient

6. Adequacy of facilities in the hospital – whether the patient will require a ventilator or a cardiac support in the post operative phase

Fitness of the patient:

1. Heart – If the patient can hold his breath for 90 seconds without changing his heart rate he is usually fit for surgery. Pulse, B.P, ECG, Treadmill test, Holter if required and lastly a physicians consent for the type of anaesthesia to be administered and type of surgery to be performed.

2. Lungs – If a patient is not having dyspnoea after 3 minutes of exertion he or she is usually fit for surgery. Every patient over 40 years of age and every asthmatic should have an X-Ray Chest and then if the Physician desires, a Pulmonary Function Test, and some deep breathing exercises and respiratory physiotherapy pre operatively.

3. Kidneys – 1 to 1.5 liters of urine output a day of specific gravity over 1020 is desirable. Blood urea, Serum Creatnine routinely and Serum Na+, K+ and Ca++ estimation when the Physician desires is carried out. Patient, particularly children, should be well hydrated before surgery

4. Liver – Liver is the seat of metabolism of most of the anaesthetic drugs. To replenish its reserves in the pre-operative phase it requires plenty of carbohydrates, Vitamin K and other clotting factors. Liver function tests not only reveal the state of the liver but other organs as well as the Heart. Serum Cholesterol, Triglyserides, Proteins and Albumin are routinely done. If 1gm%. Protein is less in blood 900 grams is less in the body.

5. Fat – Fat is a surgeon’s enemy. Surgery is difficult, healing is poor, and it stores anaesthetic drugs thus making recovery from anaesthesia a prolong and risky one. It also compromises the patient’s cardio-respiratory reserves. Physicians often advice patients to loose weight before an elective surgery, for easier anaesthesia and faster recovery.

6. Anaemia & Hypo-proteinemia – These often go together and result in poor tolerance of surgical blood loss and recovery. The patient for elective surgery should have at least 10 gm% haemoglobin and 6gm% of Serum Proteins.

7. Endocrines: Islet cells of Pancreas are the most important endocrine organs as they regulate the carbohydrate metabolism. The diabetic status of the patient should be controlled before surgery to avoid pre, per and post operative complications. Thyroid and Adrenals need a special mention as both hyper and hypo function of these glands is detrimental for anaesthesia and surgery. The patients are made euthyroid before surgery and cortisone is administered as and when needed.

Preparation of the patient:

(i) For General anaesthesia the patient is kept fasting for 5 hours. This ensures gastric emptying and avoids aspiration of stomach contents during anaesthesia.

(ii) For Local and Spinal anaesthesia the sensitivity of the anaesthetic agent should be tested by raising an intradermal wheel and looking for local and general signs of hypersensitivity

(iii) The operative part should be shaved, washed with soap and water, and painted with spirit and Betadine.

(iv) A written and informed consent should be obtained for both anaesthesia and surgery from the patient, if he is a major, or his guardian if he / she is a minor.

(v) An I.V. line should be established and the patient should be well hydrated. Children particularly should have enough carbohydrates and in elderly we should watch out for signs of over hydration and pulmonary oedema

(vi) A tranquilizer or an anxiolytic should keep the patient calm and anxiety free before surgery

(vii) Tetanus prophylaxis before surgery is a must

(viii) Pre operative antibiotic to keep a high blood level of antibiotic throughout the duration of surgery

Problems in elderly:

· Tolerate hypo tension, tachycardia, over and under-hydration poorly

· Usually emphysema, they are used to a high level of PCO2 which leads to respiratory acidosis

· Atherosclerosis makes their CVS very fragile – any sudden increase in B.P. can cause cerebral haemorrhage.

· Sluggish peripheral circulation – higher chances of Thromboembolism and Pulmonary embolism

· Poorly tolerate acid-base imbalance

Problems of children:

· They have a raised BMR – lot of carbohydrates preoperatively and quick feeding postoperatively

· Very high incidence of Respiratory tract infection

· Poorly tolerate fever and cold

POST OPERATIVE MANAGEMENT

This is decided by

1. Diagnosis

2. Nature of Anaesthesia

3. Nature of Surgery

4. General condition and fitness of the patient

A. Anaesthesia: After General Anaesthesia the patients are kept on I.V. alimentation until the post-anaesthetic ileas recovers. Fluids are allowed usually after 5 hours if the abdomen had not been opened. If the oral alimentation is not possible because of oral surgery Ryles Tube feeding is advised. After spinal anaesthesia the patient is made to lie supine in bed for the next 24 hours to avoid headaches.

B. The operated part is usually lifted up to avoid dependent oedema

C. Intra veinous fluids are administered to maintain hydration and electrolyte balance

D. Blood is transfused to replace per-operative blood loss.

E. Injectable analgesics or narcotics are provided for pain relief

F. Injectable antibiotics are administered periodically to prevent infection.

G. Injctable antiemetics and H2 receptor antagonists are given to take care of nausea and vomiting.

H. Vitals like Pulse, Blood Pressure, Respiratory rate, Oxygen saturation and Urine output are maintained

 I. Oxygen saturation monitored and Oxygen is administered whenever the PO2 level falls

 J. Wound dressings are done from time to time and wound suction drains are maintained patent

K. Respiratory physiotherapy, steam inhalation and postural drainage – particularly in elderly.

Post Operative Complications:

Days

Local




Systemic





0-1 day

Haemorrhage (reactionary)

Shock and Asphyxia








Urine obstruction

2-21 days
Paralytic ileas (day 1-3)


Pulmonary complications (day 3)



Infections (day 4-6)


Deep vein thrombosis (day 7-10) in those 



Secondary haemorrhage (day 12-15)
who are obese, diabetic and cardiac cases



Wound dehiscence (8-12 days)

Fat embolism



Flap loss (1-3 days)


Pneumonias – pain, dependency








Urinary tract infection

> 21 days
Incisional Hernia



Inadequate reconstruction



Adhesive intestinal obstruction

Morbidity of loss of body part





Recurrence of disease


Pressure sores

______________________________________________________________________________________

Problems in acute phase are usually because of anaesthesia, blood loss and operative trauma. The respiratory system, the cardio-vascular system and the microcirculation need our special attention. The reactionary haemorrhage, which occurs within 24 hours is a sum total of the per-operative blood loss and the loss in drainage tubes. This should be replaced 100% to achieve haemodynmic balance. Inability to pass urine may either be because of the lying down posture, or pain or worse still the kidneys may be shut down because of hypovolumia. A catheter will solve the mystery and hypovolumia should be corrected.

