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NICE
Improving health and social care
through evidence-based guidance

To EBviKO IvoTiTouTo Yyeiag kail Apioteiag (NICE)
TTapEXEl EOVIKA kaBodrynon kai CUHMBOUAEG yia Th
BeATiwon TNG UyEiag KAl TG KOIVWVIKAG PpPOoVTidag

https://pathways.nice.org.uk/
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MepihapPavel KAAG TekuNpIwpEVES TTAPEUBATEIC yia Tn dladikaaia
MWNS KAIVIKWY aTToQACEWY O€ GUYKEKPIPEVN KATNyopia acBevwv
Kal  katd TN Oldpkela evdC COQw¢ KAaBopIoPEVOU  XPOVIKOU
O1a0TAMATOC

Ta pathways eugaviotnkav yia TpwTn opa aTo latpikd KEvrpo g
Néag AyyAiag (Maoayouattn, HITA) 1o 1985 amd toug Karen Zander
kal Kathleen Bower w¢ amotéAeoua TTPOGAPHOYAS TWV EYYPAPWY
TTOU XPNOIJoTTolougav aTn dlaxEipIon TTPOYPAPKATWY TTIOTOTI0INGNG
ToI0TNTOG

[MopdAo TOU €w¢ Kal OApEPA  Ta TEQIOOOTEPA  pathways o€
VOOOKOMEIO TTAYKOOMIWG avarmTuooovTal € EVIUTIN POPYN N
elgaywyn nAektpovikwy (ePathways) €xel avoicel éva véo medio yia
N BeATiwan TS dlaxeipiong Twv KAIVIKWY TTOPEPRATEWY

VanhaechtK, De Witte K, Sermeus W. The impact of clinical pathways on the organization of care processes. y
PhD dissertation KU Leuven, 2007 .«
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[MoAudpIBuEC KAIVIKEC WeAETEC uTTOOTNPICOUV TO OQEAN OTTO TNV EQAPUOYT TWV
pathways yia Tnv TUTTOTT0iNG N TwWV dIAdIKATIWY KAl TNV TTAPOX PEOVTIDAG:

1. Meiwon Tou emITEdOU OTEAEXWONG
2.Mciwon Tou KOOTOUG aVA EICAYWYA

3.Meiwaon Tng TAPANOVAS TWV ACOEVWV OTO VOOOKOEIO

4.Meiwon Twv EvOOVOTOKOHUEIOKWY AOIHWEEWY GJMBGMOUV om Sicukdhuvon g

EMKOIVWViaG METOSU TV pHEAWV TG
5.A0EN0N TNC IKAVOTTOINGNG TWV AGOEVRIV opddag, Toug aoBeveic kai TG
oIKoyéveleg Toug OAAG Kol OTO
OUVTOVIOHO TG opddag kaBopifovrag
6. AUgnon Tou eAéyxou OAwV TwV TTapeRATEWY TOUG POAOUG KOl IEPAPXWVTAS  TIG
dpaoTnpIOTNTEG TOU

7.Mpowdnon TG acPAAeIng Twv aoeVwWY
8.BeATioTOTrOINON TNG XPRONG TWV TTOPWV TG \V

Me Tnv xpnon Toug e§ac@alieTal n TeKUnpiwaon, n mapakoAoubnon
agloAdynon Twv TaPEURATEWY KOl TWV ATTOTEAEOAT

De Bleser L, Depreitere R, De Waele K, Vanhaecht K, Vlayen J, Ser
Wilfred Wai Kit Yeung. Post-operative care to promote recovery for thoraci
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Kpruijpux acvmtvsiys Ko epoippoyys

H avartugn kai n epapuoyn evo¢ pathway ouvetrayetal pia ahayr otnv
OPYQAVWTIKA VOOTPOTTIO O€ OTTOI0TTOTE TTEPIBAAOV

Eptrodia otnv avatrTun Kai 0TV EQAPHOYR TOU MTTOPEI Va Eival:

1. H eTepoyévela Twv aoBevwy

2. H eTepoyéveia Twv diayvwoewy

3.H avrioTraon Twv opyaviopwy Kai Twv TayyeApaTiwv oTnv aAAayn

Autd Ta eutrodIa TTpETTel va AapBavovtal TTavia Kabwg evOEXETAl va
ATeINOOUV TNV ETITUXNA EQApPUOYN Twy pathways

Lockhart L. The pathway to best practice. Nursing Made Incredibly Easy, 2015:13, 6 - 55 .
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EykoAeaopog

[TuAwpIKA oTEVWOT

[POYPAMMATIOHEVEG XEIPOUPYIKES ETTEUPRATEIS
' YmooTtadiag

MPOCONOIWVEI TNV TIPOEYXEIPNTIKA TTPOETOINATIO TWV TraIdIWV
Kal atroTeAci éva epyaAeio IKavo va oupBAaAEl OTNV TTPOETOIHATIO
Kal otnv mpowenon Tng ac@alols XEIPOUPYIKAG EmEUBaoNG,
KaBwg evromifel TNV TMOPOUCIO ) ATTOUCIO HETPWV TTOU
QTraITOUVTAl YIa TNV TTPOAYWYN TG AOPAAEING TWV 00BEVWV

Pires M, Pedreira Mda L, Peterlini A. Safe pediatric surgery: development and validation of preoperative interventions checklist. Re:

21(5)-1080-7 Lockhart L. The pathway to best practice. Nursin
LiuY,MoL, Tang Y, Wang Q, Huang X. The Application of an Evidence-Based Clinical Nursing Path for Improving the Preoperativ
Retroperitoneal Neuroblastoma Patients: A Randomized Controlled Trial at a Tertj
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JIpocy Y EWPNTIKT TPOETOUNTIX

H emtugia TG XEIPOUPYIKAG €mEPBaoNG amaitei  KAAA
TTPOEYXEIPNTIKN TTpocTOINaCia. Autd TepihauBavel Tpia Baaikd
gToIxeia:

E¢c1dikeupévo voonAeut XeElpoupyikig €101IkOTNTAG Evac
CEIDIKEUPEVOC  vOoOnAeuTAC Ba TTPETTEl va  XPNOIPOTIOINOE
OUYKeKpIJEVA TTPWTOKOAAA yia TV agloAdynan, Tn diayeipion Twv
QapPPAKWY Kal GANa KAIVIKG BEuara

MpocyyeipnTikA agioAdoynon Edv civar duvatdv, Ba mpémel va
TTPAYUATOTTOIEITAl €VIOC TNG MOvVAdAC  nuePNaIag voonAeiag,
EMTPETTOVIOC OTa TaIdIA KOl OTOUGC OUYYEVEIC TOUG Vva
e€oIKEIWvVOVTal PE auTO TO TTEPIBAANOV KAl TO TTPOCWTTIKG TTPIV

atd TV NUEPA TNG XEIPOUPYIKAC ETTEURACNC

Ekmaideuon maidiwv Kol yovéwv  Ava@opika e TNV
XEIPOUPYIKN ETTEURACT TTAPEXOUV  TTPOQOPIKEC KOl  YOOTHE
TTANPOPOPIEC OXETIKA WE TIC TTPOYPAUMATIONEVES Dla
NV HETEYXEIPNTIKA  @povTida Ponbwvra
TEKUNPIWUEVES




EXTiOeV0n T0ad16Iv Kot YovEwv

H evnuépwaon kai n ekmaideuon Tou TTaidIoU Kal Tou Yovéa
gival amapaitntn  yia TV €MTEUEN NG ETITUXNUEVNG
XEIPOUPYIKAC ETTEUBATNG

YTApXel TIEPIOPITUEVOC XPOVOC YIO VA TIAPEXETAI OTOUG
acBeveic n  TepdoTIa  TTOOOTNTA  TTANPOQOPIWY  TTOU
xpeiadovtal yia TNV TIPOEYXEIPNTIKI TTIPOETOINATIA TOUG,
Xelpoupyiky  eméufacn, v avaioBbnoia  kar TV
METEYXEIPNTIKA avakapyn. Emouévwg, €ivar amapaitro va
EVIOYXUBOUV 01 TIPOQOPIKEC KAl Ol YPOTITEC TTANPOQPOPIES

Eivar Aiyotepo m0avo va Tapouaiaoouv ayxog, augavovtag
TNV IKAVOTIoiNaT Toug yia 0An T d1adikaaia

Lockhart L. The pathway to best practice. Nursing Made Incredibly Easy, 2015:13,6 - 55
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Eve pathway eTiKevTp0vETAL
s Aqun 10TOPIKOU
s Quaikn e&Etaon
s»Epyaatnpiako kar ameikovIaTIKO EAEYX0
s QOPUAKEUTIKI KAl N QOPPOKEUTIKA BEPATTEUTIKI OYWYA
s Alayeipion Tou TTovVou
s ApaoTtnp1dTNTa KAl TRV KIVATIKOTNTA
s Alatpo@r) Kal TN dlaxeipIon TOU EVTEPOU

s EvnuEpwaN TWV yovEwV Kal TwV TTaIdIwy yia ThV
TIEPIEYXEIPNTIKI TTEPIOO

Casey L at al. Standardized Clinical Pathways for
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Pathway yix swoadi wov ypedleron vo vEofAn0ei oe
OKWAIKOEIOEKTOp

GOAZH OPONTIAAZ MPOErXEIPHTIKH
olg=: » o KATHIOPIEX HMEPOMHNIA............. QPA............
= I = NAPEMBAZHZ
T 2 EIZOAOX IE Movéda Huepriaiac NoonAeiac
g : = = AZIOAOTHZH & e Njun loTopikou
2 "7 2 [t i e oty o e voowing e MAPAKOAOYG@HEH e AfioAdynon mévou oe KGBE wPApIo
= o A&ioAdynon wTikwv onueiwv og kGBe
PHASE OF CARE: Phase I: Emergency Room J Admission § Preoperate wpdpllo i
INTERVENTION CATEGORIES START BATETIME: BY: ¢ AgIO)\OYf]OT] il GVG'ITTU&IGKEQ
:Es:;';r:}ém & MOMNITORING: ﬁj;?;::ruemu;-l;:}h u'.s.esa—h:-‘n - 6IGTGpGXé§, 6IGTGpGXé§ O'UUTI'EDI(POPGQ
g mo ' o kal YAwooIKG euTTodIa
;_-';'i J_:j Acrurate 18O every shilft = A ,YLlJOg Kal deog
'= = Assess for dewelopmental delays, regressed
[ - behawicr, cultural or religious dwersity, knowledge
m 4§ [AcTRTY T EIRONMENTAL d..:";:;:z g g et = APAXTHPIOTHTA & L] Zl'JlJ(PwVCl ME TIC GVdYKEg TOU TTaIdI00
- MEPIBAAAON KOl TIG OIKOYEVEIDG
CONSULTS: e on: Abdominal g, rule out LYZTAZEIX XeipoupyIkES: Kolhiakdg movog, didyvwan
ProctoumEs: i s e gy rdent OKWANKOEIOITIB
I has e to e patentamsy _ e uyKarGBean olkoyéveiag
' Bastc Matabalc anel (P, 1 patent has been e YToypagA yia Xelpoupyiki eméppaon
o e s Bt e i sy OTTO TOV YOVEQ WETA TN SIAYVWOT TOU
I:.I:crf: :fiti?z;?:i:p;fg::llf possible in XstOUpYOL’J
TRTION | LY THERART ceee CC placement s peeded EPFAZTHPIAKOZ T UPWVA E TO TIPWTOKOAAO:
Néif: EI;; IV (Max. = one lter) ower 30 minutes E/\EFXOZ ° FEVIKr'] GI'LIGTO(;
v e «  Hhexpohureg
e Avd\uon oupwv
ENAOO®AEBIA XOPHIHZH | o NPO
YIFPQN & OPEWYH o NS 20 ml / kg IV (MéyioTog dykog = 1
AiTpo) yia 30 Aetrta & 0T OUVEXEIQ:
o NS IV o¢ dimAdaio puBud auvtrpnong
yia 10 Bdpog ml /h (dev utrepBaivel Ta
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Pathway yux soadi wov ypewkletor v vrofAnlei oe
OKWAIKOEWOEKTOUT]

z e Phase T Fre gency Foom T Ao T Frecperaine Cefotetan 40 mg kg (péyioTo = 2000 mg)
-3 i e o makg (max. = 2000 mg] IV kG8€ 12 wpeg
3 eeny
E- Oenkry popeivn 0,05 mg /kg (UéyioTn
5 d6on = 4 mg, | péyiotn ddon my) IV
k&0 2 wpeg, PRN o pétpio £wg
oopapd movo
Oenkry popeivn 0,1 mg/ kg (PéyioTn
d6on 8 mg, 1 péyiotn d6an mg) IV kaBe
2 (wpeg, £viovo movo PRN, edv o movog
Oev avTIUETWTTIOTED PE XaunAdTepPn 660N
Aketapivoeaivn 15 mg/ kg (péyiotn
- d6on 650 mg) PR 1} PO (kG6e pépa pe
k]  morphine sulfate 0.05 markg vepd) kGBe 4 wpeg, ATTIOG TTOVOG
— IV vy 2 b PR et i e g Beppokpaaia > 101,5°F
L - Morphine sulfate 0.1 mgikg B T 1
&) {max. = 8 mgidose, OR max. dose of ___ E¢nynoTe Tov d1ayvwoTiké éAeyxo
ﬁv v every 2 bes, PRM sewese pain, If pain 15 unre , ’ ,
S by lower dose. MopéxeTe aTNV OIKOYEVEID EVal
v QVTiyPaQOo TOU EYXEIPIDIOU EKTOUAG TNG
= ZKWANKOEIBITIOOG
=ekiviioTe 10 "Mpdypappa Aidaokahiog
- Acetaminophen 15mailog (meax = 650 mghdoss) . an oz
PR or PO with =p of water cni) svery ahes yia Xeipoupyikd AoBevry" dTiwg
UTTOOEIKVUETA
THERAPIES: Agign o€ PACU petd amd v
OKWANKOEIOEKTOWN
PATIENT J FAMILY TEACHING: - Explain diagnostic studies E(pqpuovr’] 05I']YI(J'0V (pdo-r]g "
e O o s lkavoTroInTIKr EVUdATWON
- InRlate “Teaching Plan for 3 , , 2 a
- Insiate “Teacking Plan for Surpical Pasent™ Afyn uypwv aTé 10 OTOUA
Emapkng EAeyxog Tou TTovou




EvioAéc Paong |
‘Evapén: Huepounvia: YToypaon:

To EvTUTIO evnHEPWONG YIO TO TTOIBIA KOl TNV OIKOYEVEIN diVEl ATTAVTNOEIS OTA TTOPAKATW
EPWTAMOTA:

Ti gival n okwANnKoeIdiTIda;

Mw¢ avTieTwmideTal N OKWANKOEIDITIOA;.

o Taidid mou Oev gival o€ BEan va £xouv AATTAPOCKOTTIKI) TKWANKOEIDEKTOWN), AAAO €id0C XEIPOUPYIKAGC
eméupaong;

TI oupPaivel PETA TN XEIPOUPYIKN ETTEPRACN;

[Toleg €ival o1 MOAVES ETTITTAOKEG;

Evdeiceic Aoipweng / ) amoaTtnua utropei va epIAapBavouy;

[161€ PmTopei 10 TTaIdi oU va QUYEI ATTO TO VOO OKOWEIO;

Ti oupPaivel pet@ 1o TaIdi poU va QUYEI ATTO TO VOTOKOEIO;

TI TpEmel va @agl To TTadi Jou A va TTIEl;

[167€ ptTOPEi 1O TTAIDI OU VA ETTIOTPEWEI € KAVOVIKES DPATTNPIOTNTEG;
[Mw¢ Ba TPETTEI va GPOVTICOUNE YIa TNV TOWI YETA ATTO TO OTTITI;

Ti €idOUC PAPUAKA YIO TOV TIOVO PTTOPEI VA TTAPEI TO TTaIdI OU;

[167¢ €ival 1o £TTOUEVO pavTEROU HAG;
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Pyloric Stenosis
osophagun L
al is pyloric stenosis?
It is when the opening from the lower part of the stomach is too narrow for
food to pass through to the small intestine. This happens because the
muscle between the lower part of the stomach und the smull intestine 15 100
7 womach

thick. Many infants will vomit forcefully. This is called “projectile”
vomiting and it usually happens at the end of a feeding, The baby will s
continue to want to cat because the stomach is empty and they are still ks
hungry. There is nothing you can do to prevent pyloric stenosis, It is more
likely 10 oceur with your first baby and it 1s more common in bovs, Pyloric
stenosis runs in families. 1 a brother or sister had pyloric stenosis, the new
haby has a higher chance of having it as well. Also, & person who had
pyloric stenosis as 4 pewbhorn has a greater chance of having babies with
this problem.

How will I know if my child has pylorie stenosis?

First you will be asked about your baby and how he/she is doing with their
feedings. Your doctor will examine your baby and try to feel a lump in your
baby's abdomen. Your doctoe is checking for the thickened muscle. A special
test called an ultrasound may be done to look for the thickened muscle and

narrow opening between the stomach and the small intestine.

How is pyloric stenosis treated?

Surgery 15 needed 10 fix pyloric stenosis. There 15 no medication that

Cophagu

auccessfully weats this problem. Before surgery. your baby will

o Need o blood test

o Usually not be allowed to have anything to drink before surgery

¢ Be checked for dehydration (not enough liquid in the body). This

happens because of the vomiting stomach
Have an intravenous ([V) line placed in hisher vein to fix any /_\
dehydration. pytores

o Go to surgery. after the dehydration is fixed

The surgery is called o pyloromyotomy. A small incision (opening) is
made in the abdomen in or around the belly button or in the right upper
ubdomen, The thickened musele is found and the surgeon opens the
passage way from the stomach to the small intestine. This surgery may
also be done laparoscopically. 1f this is done, three small incisions
(openings) are made in different places on the abdomen. This allows the

Ul doen’s Hhospisdt Cneal Cobrniz #9300 Vidley el doen's Plooe @ Madera, CA Y3630 @ (3595 3533000
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surgeon 10 place o small camera through one incision and instruments through
the other two incisions. The surgeon will explain the type of surgery needed
for your buby

What happens after surgery?
Alter surgery, your baby will:
o Receive IV fluids until he/she is feeding well
¢ Be given pain medication as needed
o Have a small piece of paper tape called a steri-strip over the incision. Itis
not unusual for there to be a small amount of drainage from the incision
right after surgery. So, the incision may also be covered with a dry, sterile
dressing that is removed after 24 hours
o Be held 1o comfort and for feeding
o Begin feeding soon after surgery. If vour haby is breast fed, vou can begin
breast feeding at that time. The foedings will start slowdy with small
amounts. If your baby is formula fed, the first feeding will be a small
amount of Pechalyte, I he/she does okay, after 2 hours you can feed your
baby formula. [t is important to burp your baby frequently during these

ll\.'l.'l“ll'r'.\.

Many babies will still vomit early on after surgery. This is nothing to be
concerned about and it does not mean that the baby has pyloric stenosis
ain, If this happens make sure your baby cats slowly and burps well.
Many babies will try to “over eat™ for a week or so after surgery, then they
will return to normal feeding.

When can my baby leave the hospital?

Your baby's stay in the hospital will depend on how well he/she is doing after
surgery. Most babies will go home 24-48 hours after surgery

What happens after my baby leaves the hospital?
You will be given discharge instructions about any special care that is needed
at home. including:
Feeding
o Continue to otter feedings stowly (1-2 ounces at a time), stopping often to
burp your bahy.
Pain
o It vour baby seems uncomtortable, acetaminophen (Tylenol) or ibuprofen
(Pediaprofen) may be given every 4 hours, as needed.
Bathing
e Give your baby sponge baths for 2-3 days after surgery. Pat the incision
dry after bathing.
Care of the Surgical Incisions
o The ncisions should be left uncovered and open to air. The sten-strips
will begin to peel back at the edges. Do not take them off. Let them fall
ofY on their own.

o Watch for signs of infection. This may include redness or drainage a1
surgery sites and’or a fever greater than 101.5 degrees Fahrenheit rectally.
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OUR LADY'S CHILDRENS HOSPITAL

NURSING CARE Pathway 1

Care of a child pre and post orthopaedic surgery

Care Pathway 1
Problem

Care of the child
Pre and Post Orthopaedic Surgery
Goals

Issue date:  June 2016

Review date: June 2019

Child is potentially at risk from
1) Neurovascular Compromise
2) Inadequate pain management
3) Respiratory compromise

4) Wound infection / delayed

+ Pre Op: Child and family will be safely prepared

psychologically

+ Post Op: Child will be safe and comfortable post op
+ Any alterations in neurovascular observations status detected and reported pri

or hysically and

+ Pain needs will be assessed and ensure patient comfort
+ Any complications of wound therapy are detected early
+ To prevent complications related to impaired mobility

5)

8) Complications of be
7) Nausea and Vomiting

+ Prompt detection and management of complications post Orthopeadic 3
Compartment syndrome, Complications of cast,

Can be used in combination with Care Plans 9, 14, 14a, 23, 24, Iif more detail required

Commenced | nO. Nursing intervention Discontinued date,
date, time time,
signature & signature, grade
grade
1. Pre-Operative. Care
o Explain procedure to Patient and Family, involve play specialist
/ e Discuss with Child methods of induction if appropriate
e Discuss any other requests that the Child/Parents may have in relation to
surgery
o Ensure child has bath/shower (Chlorohexidine where appropriate)
¢ Fastfrom Milk solids from
Clear fluids from [
+  Place fasting sign over bed and explain to parents and child meaning of same,
ensure correct understanding
*  Remove food from child’s reach
e Specific pre op checklist needs e.g.. IV fluids, Bowel prep, Swabs, Bloods
\ Clinical photos, Clinical Nurse Specialist Involvement
e Administer pre-medication and other medications If prescribed:
~Ll. Accompany child to Theatre
M comforter to theatre with them
2, — Post-Operative care
*  Ensure Airway, Breathing & Circulation are stable upon transfer to ward
s Assess Child using PEWS, respond appropriately
s Monitor colour, pulse, respirations, blood pressure, oxygen saturations and
temperature as directed by child's condition / surgeon/anesthetist/nursing
staff
s Nurse child on a monitor
¢  Report and record any deviations from normal
3. Neurovascular Observations
e Monitor colour of affected limb, report and record deviations from normal
¢ Monitor movement of affected limb, all digits, report and record dewiations
e Monitor imb sensation, checking each digit separately, report and record

Reviewed June 2016
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deviations
¢ Monitor temperature of affected limb, (using the back of the assessors hand on
each digit separately for effectiveness) report and record deviations (Kunkler,
E.C. (1999)).
Compare all above with affected limb or use baseline assessment, Contact
Ortho SHO/REG if any deviations from normal —
*  Palpate all pulses distal to fracture
e I observations is restricted observe capillary refil

e Observe affected limb for swelling, oozing. Report and record any deviations
from normal

Pain

Assess pain score in admission as per pain assessment guidelines
Utilize both pharmacological/non-pharmacological means of pain relief
Administer analgesia as prescribed as per OLCHC Formulary 2016
Monitor and record effect of analgesia —
pioid Infusion
1. All Infusions are administered in correct infusion pump
2. Patients and Family have received adequate information regarding PCA/NCA
pump
3. Morphine Observations are recorded hourly (NB resps, 02 Sats)
4. Hourly volume infused, along with running total of the infusion will be recorded
on fluid balance
. Any problem regarding pump should be reported Immediately

. Alternative analgesia is prescribed and administered prior to discontinuing
infusion.

O® ® * =

(=]

Wound Assessment

Assess wound daily for redness, pain, swelling, haemorrhage or ooze. Report
and record accordingly.

s  Change wound dressing when clinically needed

¢  Record dressing names and change made —
s Liaise with appropriate CNS re. Status of sutures etc.

s« Monitor TPR, any increase in same may indicate infection

e Assess wound for signs of infection : redness, odour, pain

e Specific Post ap instructions from team re. wound

Administer antibiotic therapy as prescribed

Report any improvement /deterioration in wound site to appropriate team
Document and report any changes in wound progress

Liaise with PHN /Practice Nurse / GP regarding wound care following
discharge

Revigwed June 2016
PatientName..............................




T
o
= OUR LADY'S CHILDREN'S HOSPITAL
NURSING CARE Pathway 1
Care of a child pre and post orthopaedic surgery
Location Wound as aresult Wound description / Wound Frequency of Dressing
Of Wound of: surgery / trauma / Progression of Dressing
old wound site / Pin improvement
sites
Wound 1.
Wound 2.
Wound 3.
Peripheral Venous Catheter
6
« Decontaminate hand before and after each contact with cannula
e Check if cannula is secure
« Ensure limb above cannula is not restricted, 1D band, BP cuff
o Administration of IV Fluids as prescribed, ensuring correct fluids, correct
infusion rate and duration. IV Fluids:
« Check cannula site for signs of infection or infiltration, dislodgement
¢ Maintain patency of cannula by flushing with NaSI 0.9% when :
1. The cannula is not in use
2. Prior to administration of treatment
3. Between administration of different medications
4. Post administration of treatment using positive pressure technique
6a. Central Venous Assess Device (CVAD)
PICC o CVC o Broviac /Hickman o Other o Detail
Indicate insertion site of CVAD
Dates inserted —/-/--/--
Reinserted I
7. Urinary Catheter
Urinary Date inserted Size Date for removal
catheter I
« Provide catheter care as per urinary guidelines (OLCHC 2013)
o Assess and monitor urinary output and ensure same above 1ml/kg/hr or as per
surgeons instructions
¢ Ensure output adequate to avoid urinary retention. IV fluid bolus as per
surgeons/Anaesthetists instructions
* Remove urinary catheter once IV morphine is discontinued to avoid potential
risk of urinary retention
Reviewed June 2016
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8. Mobility

* Assess pressure areas regularly and ensure skin is intact > quo--rn pléTnTG

+ Relieve pressure areas frequently +/- pressure relieving mattress [
+«  Observe pressure areas and maintain skin integrity
+« Movement as per surgeons instructions

9. Nausea and Vomiting

e (Observe nausea/ vomiting, assess possible cause
e Support child and provide emesis bowl [ > N 4 4

* Administer anti —emetics and evaluate same qUqu KGI SMSTOQ
+ Record volume, colour and consistency of vomitus on intake / output chart/
+ Dietician involvement if required, e.g. high protein dist, Cal shakes |, TPN
10. Discharge Planning

¢ Liaise with Public Health Nurse / GP / Practice Nurse
+ Complete appropriate documentation [

* Specific post op Instructions: > ZXéalo agéaou

« OPD APPT / Follow Up:
s Parental Information Leaflets

+ Additional Information

Reviewed June 2016
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Surgical management of otitis media with effusion in children overview NICE Pathways

Child under 12 with suspected otitis media with effusion, or with
Down's syndrome or cleft palate

I rMultidisciplimary teanm care

I No additional information

L
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I Interwventions amd Fol lonw

-

of OME,

Assess regularly for otitis media with effusion

All children with Down's syndrome should be assessed regularly for OME, treatment of

Formal assessment of a child with suspected OWAE  chould include: )
bropriate to the

# clinical history taking, focusing on;

* poor listening skills 128,
* indistinct speech or delayed languaze development s
* inattention and behaviour problems
* hearing fluctuation treating
' . . L e bft palate
* recurrent ear infections or upper respiratory tract infections
* balance problems and clumsiness
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Feasibility of fast-track elements in pediatric surgery.
Eeismann M1,Ararm. Hofmann A, Schuldeh B, Ure B.

@ Author information

Abstract

BACKGROUND: We recently showed that fast-track pathways could be applied to anly one third of patients
undergoing routine pediatric surgery. The aim of this study was to investigate various fast-track elements in
various procedure types irrespective of the applicability of a whole fast-track pathay.

METHODS: Patients uncergoing routing surgical procedures from April 2009 to April 2010 were included in the
stuchy. 11 groups of procedures were differentiated and quality criteria were established for 8 fast-track elements:
analgesia, postoperative nutrition, postoperative mohilization, applicability of minimally invasive surgeny when
appropriate, hospital stay, postoperative symptoms, complications, and parental evaluation. A fast-track element
Was considered as successully applied if used in at least 7% of patients. The hospital stay was compared with
data from the German reimbursement system (G-DRG).

RESULTS: A total of 203 patients were included. Optimal analgesia was achieved in all procedure types exceptin
ancologic surgery (58%) and ureteral reimplantation (71%). Significant nausea and vamiting occurred only after
Kasal operation and "other laparoscopic procedures”. Early nutrition was achieved in all procedures except after
fundoplication (67%) and Kasal operation (62%). Early postoperative mobilization was not successful after
fypospadias repair (40%) and ureteral reimplantation (43%). Minimally invasive technigues could not be applied
in 48% of tharacic procedures and in 58% of oncological patients. There were no fast-track associated
complications. In4 of 11 procedure types, the mean hospital stay was significanthy reduced compared to G-DRG
data. There were 4 readmissions (2%). 2veeks after discharge 94% of interviewed parents evaluated fast-track
treatment as excellent.

CONCLUSION: Fast-track elements in pediatric surgery increase patient comfort, reduce hospital stay, and
achieve a high patient satisfaction. We wish to emphasize the benefits of using fast-track elements irrespective of
whether a whole fast-track protocol is applicable.
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The Application of an Evidence-Based Clinical Nursing Path for Improving the
Preoperative and Postoperative Quality of Care of Pediatric Retroperitoneal
Neuroblastoma Patients: A Randomized Controlled Trial at a Tertiary Medical
Institution.

Liu?, Mo L, Tang ¥ Wang @, Huang X,

+ Author information

Abstract

BACKGROUND: A clinical nursing path (CNP) that encourages patients and their families to become actively
invalved in healthcare decision-making processes may improve outcomes of pediatric retroperitoneal
neuroblastoma (NB) patients.

OBJECTIVE: The airm of this study was to evaluate the utility and value of an evidence-hased CNP provided ti
pediatric retroperitoneal NB patients undergoing resection surgery.

METHODS: One hundred twenty NB cases were assigned to a control group ar a CNP group. The control grol
was provided with standard nursing care. The CNP group was provided with nursing care in accordance with
evidence-based CNP. The utility and value of the CNP were compared with standard nursing care. Outcome

measures included rates of postoperative cormplications, lengths of hospital stay, and cost of hospitalization,

well 35 preoperative and postoperative guality of care and patient satisfaction with care.

RESULTS: The rates of postoperative complications, length of preoperative hospitalization, total length of hos
stay, and costs of hospitalization were significantly lower for patients receiving the CNP compared with the co
group. Preoperative and postoperative gquality of care and patient satisfaction with care were significantly hig
in patients receiving the CNP compared with the control group.

CONCLUSION: Adoption of 2 CMP for preoperative and postoperative care of pediatric retroperitoneal NE pat
undergoing resection surgery improves clinical outcornes and patient satisfaction with care.

IMPLICATIONS FOR PRACTICE: A CMP can increase families' participation in a patient's recovery process,
enhance nurses' understanding of the services they are providing, and improve the quality of healthcare rec
by patients.
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