
Post-Op Nursing Assessment

Nursing Goals of Care

1. Maintaining adequate body system functions.

2. Restoring body homeostasis.

3. Pain and discomfort alleviation.

4. Preventing postoperative complications.

5. Promoting adequate discharge planning and health teaching.

Patient Assessment:

Patient Information

Full Name:

Date of Birth: 

Gender: 

Patient ID: 

Contact Number:

Email Address: 

Assessment Notes/Referral

Assess air exchange status and note 
patient’s skin color

Verify patient identity. The nurse must also 
know the type of operative procedure 
performed and the name of the surgeon 
responsible for the operation.

Neurologic status assessment. Level of 
consciousness (LOC) assessment and 
Glasgow Coma Scale (GCS) are helpful in 
determining the neurologic status of the 
patient.

Cardiovascular status assessment. This is 
done by determining the patient’s vital signs 
in the immediate postoperative period and 
skin temperature.



Further Assessment:

Operative site examination. Dressings 
should be checked.

Assess: Notes:

Airway 

Breathing

Circulation

Thermoregulation

Fluid Volume

Safety

GI Function and Nutrition

Comfort

Drainage

Skin Integrity



Physician's Notes and Recommendations

Physician's Signature: ___________________________ Date: ____ / ____ / ___

Assessing and Managing 
Voluntary Voiding

Encouraging Activity

Gerontologic 
Considerations


	Full Name: Sarah Smith
	Date of Birth: 09.09.1980
	Gender: F
	Patient ID: /
	Contact Number: +00 000 0000
	Email Address: Sarahsmith@email.co,
	NotesReferralAssess a i r exchange status and note patients skin co l or: skin colour unchanged, slightly peaky. Gas exchange levels stable.
	NotesReferralVer i fy patient i dentity The nurse must also know the type of operative procedure performed and the name of the surgeon responsib l e for the operation: All information reviewed and confirmed
	NotesReferralNeurologic status assessment Level of consc i ousness LOC assessment and Glasgow Coma Scale GCS are helpful in determining the neurolog i c status of the patient: completed 1900 
	NotesReferralCardiovascular status assessment This is done by determining the patients vital signs in the immediate postoperative period and skin temperature: completed 1900 
	Operative site exam i nation Dressings should be checked: checked 1900, review at 2200
	NotesAirway: Kept in place till patient fully awake. No obstruction with tounge placement. pharyngeal reflex present. 
Suctioning of secretions as needed. 
	NotesBreathing: Humidified oxygen administration.
patient turned every 1 to 2 hours to facilitate breathing and ventilation.
	NotesCirculation: Intake and output monitored. no signs of shock or hemorrhage.
Capillary refill normal
	NotesThermoregulation: Monitored hourly for signs of hypothermia or hyperthermia. 
postanethesia shivering monitor 
	NotesFluid Volume: Skin colour and turgor normal
no electrolyte imbalance present
Potential Hypovolemia - low blood pressure and decreased CVP 
	NotesSafety: Supports and padding in place for potential nerve damage. 
	NotesGI Function and Nutrition: No NG tube in place, antimetics pushed. 
Gradual return to normal diet
	NotesComfort: Monitoring for behavioral and physiologic manifestations of pain.
	NotesDrainage: N/a
	NotesSkin Integrity: wound drainage and type charted. dressings reinforced every 1-2 hrs. 
	Assessing and Managing Voluntary Voiding: catherterization ordered post 8 hr time limit. patient has urge to viod but cannot. mesures taken to encorage void with no success. 
	Encouraging Activity: early mobility encoraged, monitored for orthostatic hypotension 
	Gerontologic Considerations: n/a
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