Kidney Surgery
Surgical Intervention

· Focus is on preparing the patient so that complications are prevented

Assessment

· Head-to-toe assessment

· Ask about:

1. Allergies

2. Medications (especially anti-coagulants)

3. Past medical history (especially renal and cardiac)

4. Assess voiding pattern

5. Recent changes in voiding patterns

· Stop anti-coagulants 3 days prior if there is time

· Make sure consent form is signed!

Lab Values

· CBC

· BUN

· Creatinine

· PT, PTT, INR

· U/A

Allay Patients Anxiety

· Especially if they only have 1 kidney

Pre-Operative Teaching

· Routine surgical teaching

1. Turn, cough, deep breathe

2. Incentive spirometry

3. Ambulation

4. ROM exercises

· Patient Teaching

1. Splinting the incision for ambulation, position changes, coughing, etc.

2. Take all medications as prescribed

3. Teach the patient how to do dressing changes

4. Keep dressing dry and intact

5. No heavy lifting

6. No pushing or pulling

7. Avoid sick people and crowds

8. Ambulate as soon as possible

Post-Operative Care 
Prevent & Detect

· Hemorrhage and shock

· Pneumonia and atelectasis

· Pneumothorax

· Fluid and electrolyte imbalance

· Abdominal distension

· Paralytic ileus

· Infection

· Thromboembolism

· Pain

Post-operative Nursing Interventions

Maintain Breathing Patterns and Airway Clearance

· Make sure the patient is breathing deeply

· ABCs

· Listen to breath sounds

· Evaluate respirations, rate, depth

· Look at oxygen saturation

· Pulmonary toilet

· Ambulate

· Monitor vital signs 

Relieve Pain

· Use pain scale

· Evaluate pain relief

Promote Urinary Elimination

· Force fluids, unless contraindicated (CHF, etc.)

· Make sure tubes are free of kinks

Maintain Circulatory Perfusion

· Monitor for s/s of shock

· Cap refill

· Skin temperature

· Patient’s skin color

· Pulse

Detect Early Signs of Fluid Excess or Loss

· Lung sounds

· Look for frank bleeding, including under the patient

· Assess for s/s of shock

· Look for edema

· Replace lost fluids and electrolytes

· Look at Estimated blood loss (EBL)

· May have to replace EBL with blood

· Watch for abdominal distention (internal bleeding)

· Monitor the surgical site, suture line to identify hematomas

· Monitor I & O (including drains)

Drains

Nephrostomy Tube

· Goes straight into the kidney

· Used to bypass obstruction

· Can be temporary or permanent

· Drains urine

· Will leak frequently which increases risk of infection

· Make sure the tube is draining frequently

· Evaluate color and amount

· NEVER clamp the tube

· If it comes out, do not replace it, call the doctor!

· Cannot irrigate the tube without a doctor’s order

· Use strict sterile technique when working with it

· Force fluids when patient is no longer NPO

· Keep skin around tube clean and dry as possible to prevent breakdown and infection

· No kinks!

Stent

· In there to keep things patent

· Make sure it is straight

· No kinks

Implement Measure to Prevent DVT

· SCDs

· TED hose

· Ambulation

· ROM 

· Anti-coagulants

Implement Measure to Prevent Infection

· Handwashing

· Monitor CBC

· Administer prescribed antibiotics

Teach patient about surgery, prevention of complications, home care measures, follow up care, etc.

Nursing Diagnosis

· Ineffective airway clearance related to the location of the surgical incision

· Ineffective breathing pattern related to surgical incision, general anesthesia, and discomfort

· Acute pain related to the location of the surgical incision, the position of the patient on the operating table during surgery, and abdominal distention

· Urine retention related to pain, immobility, and anesthesia

Collaborative Problems/Potential Complications

· Bleeding

· Pneumonia

· Infection

· Fluid disturbances (deficit or excess)

· DVT

Planning and Goals

· Maintains effective airway clearance and breathing pattern

· Pain relief

· Maintains urinary elimination

· Absence of complications

Evaluation

· Exhibits clear and normal breath sounds, normal respiratory rate and depth

· Performs deep-breathing exercises, coughs every 2 hours, and uses the incentive spirometer

· Demonstrates normal temperature and vital signs

· Ambulates progressively

· Requires less analgesia as time passes

· Demonstrates unobstructed urine flow from drainage tubes

· Exhibits normal fluid and electrolyte status (normal skin turgor, serum electrolyte levels within normal range, absence of symptoms of imbalances)

· Reports no increase in pain, tenderness, or pressure at drainage site

· Exhibits cautious handling of drainage system

· Uses hand hygiene before and after handling drainage system and handles it only when necessary

· Participates in self-care activities

· Experiences no complications

· Exhibits no signs of hypovolemia or related shock

***Read nursing care plan pp. 1555-1558 in Bruner***

