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Making equality and diversity an integral part of the business will enable us to
enhance the services we deliver and better meet the needs of patients and staff.
We will treat people with dignity and respect, actively promote equality and diversity,
and eliminate all forms of discrimination regardless of (but not limited to) age,
disability, gender reassignment, race, religion or belief, sex, sexual orientation,
marriage/civil partnership and pregnancy/ maternity.

An electronic version of this document is available on the
Trust Documents Network Share Folder (G:\Document
Library). Larger text, Braille and Audio versions can be made
available upon request.

Standard Operating Procedures are designed to promote consistency in
delivery, to the required quality standards, across the Trust. They should be
regarded as a key element of the training provision for staff to help them to
deliver their roles and responsibilities.
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Standard Operating Procedure (SOP)
Recovery Clinical Management

1

Purpose and Scope




2

This SOP sets out clear guidance for the clinical management of patients
within the Recovery department.
It details a clear process for patient transfer, handover, care in Main Recovery
and discharge to the allocated ward.
It highlights the training and staffing needs in order to optimise safe, effective
patient care.

Definitions

PACU
PFC
CME
LMA
I-GEL
PCA
AVPU
ICU
HDU
SBAR
HCA

3

Post Anaesthetist Care Unit
Patient Flow Co-ordinator
Continuous Medical Education
Laryngeal mask airway
Supra-glottic airway device
Patient Controlled Analgesia
Alert, Verbal, Pain, Un-rousable
Intensive Care Unit
High Dependency Unit
Situation, Background, Assessment, Recommendations (handover
tool)
Health Care Assistant

Advisory Background
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The Association of Anaesthetists of Great Britain and Ireland
Nursing and Midwifery Council
The Royal College of Nursing
The Health and Care Professions Council

(AAGBI)
(NMC)
(RCN)
(HPCC)

Roles and Responsibilities






The Recovery department will be led on a day to day basis by a Recovery
Co-ordinator who should be a senior member of staff.
The Recovery Co-ordinator should not be expected to directly care for
patients except in exceptional circumstances.
The Recovery Co-ordinator is directly responsible to the Duty Senior Band 7
and must raise and highlight with them any issues that will directly impact on
the performance of Recovery and Patient care.
The Recovery Co-ordinator should participate in the Theatre Operational
Meeting to discuss bed availability and capacity within the Recovery
department.
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The Recovery Co-ordinator should attend the Site Operational Meetings, in
the absence of the Recovery Team Leader to identify and communicate
demand and capacity issues affecting Main Recovery.
The Acute Care Team (ACT) are available for support with a deteriorating
patient or advice on pain management. If a patient is discharged to a ward
with complex on-going nursing needs or pain management, the ACT must be
informed prior to patient discharge.

Standards


All staff must have received appropriate training, as per the Recovery
Practitioner Competencies.




Training should be accessible and tailored to meet the individual needs of the
Recovery staff.
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These are in line with nationally recognised standards such as the UK
National Core Competencies for Post-anaesthetic Care (AAGBI,
2013a).

Where possible CME times should be protected to ensure personal
development, teaching and team training can take place, to ensure
that the highest standards of care are met.
All Recovery Practitioners must have undertaking the local IV training
and be assessed as competent to enable them to administer
intravenous drugs, including opioids as prescribed.
 Refer to Recovery opioids competency pack

All staff should be encouraged to attain at least one Advanced Life Support
qualification, but must have completed the annual mandatory resuscitation
training for Adults and Paediatrics.

Patient care






The Anaesthetist will formally hand over care to the Registered Recovery
Practitioner, who must be satisfied with the condition of the patient and a
plan of care must be documented before the Anaesthetist leaves.
 The handover must be performed in accordance with the recovery
handover checklist (Appendix 1).
 The Anaesthetic handover checklist should be completed at
handover on the peri-operative integrated pathway.
The Scrub Practitioner will handover to the Recovery Practitioner in
accordance with the recovery handover checklist (Appendix 1).
 The Scrub Practitioner remains responsible for the patient until the
Recovery Practitioner has taken over. This involves maintaining
on-going monitoring and ensuring all relevant documentation are
commenced.
 Training opportunities are made available on CME
sessions to develop these skills, if individuals require.
All patients must be observed on a one-to-one basis by a Registered
Practitioner until they have regained control of their airway and are
cardiovascular stable.
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When a patient is brought into Recovery with an endo-tracheal
tube in situ, the Anaesthetist must remain with the patient until
they deem that it is appropriate to remove the tube, which they
must do so themselves. After removal, the Anaesthetist must stay
in Recovery until they and the Recovery Practitioner are satisfied
that the patient will need no further airway intervention.
 Throughout the time the patient has an endo-tracheal tube
in situ the patient’s CO2 should be monitored along with all
other standard monitoring.
 It is common that patients will arrive in Recovery with their airway
being maintained via an LMA/I-GEL. LMA/I-GEL’s should be left in
situ until they are no longer tolerated by the patient, at which time
they should be removed. All trained Recovery Practitioners should
receive the appropriate training (Recovery Core Competencies) to
ensure that they are competent at airway management.
The anaesthetising Anaesthetist is responsible for the medical care of
their patients whilst they remain in recovery.
Handover of clinical care must be given to the duty Anaesthetist of any
patients in Recovery when the responsible Anaesthetist becomes
unavailable i.e. off duty. The named person must be communicated to the
Recovery Practitioner.
Patients must be kept under clinical observation at all times. The
frequency and type of observations will depend on the stage of recovery,
nature of surgery and clinical condition of the patient. The observations
will be consistent with “Recommendations for Standards of Monitoring
during Anaesthesia and Recovery” (AAGBI, 2015) and local policies such
as ‘Essential Adult Inpatient Observations, Reporting and Escalation
Policy’ and Infusion protocols.
For patients where ICU/HDU is anticipated, but who are unable to go
direct, can be brought to the Recovery department. However, it is
imperative that the Recovery department is informed prior to the transfer
from Theatre or procedural room. The standards of care should be equal
to that of ICU/ HDU. The Anaesthetising anaesthetist remains
responsible for the care of that patient, until such a time that the care for
the patient is formally handed over to Critical Care.
 Regular reviews are essential at this stage.
If a patient’s condition deteriorates whilst they are in recovery then the
Anaesthetist responsible for them should be informed immediately so that
the appropriate action can be taken. If the patient needs to be transferred
to ICU it is the responsibility of the reviewing Anaesthetist to co-ordinate
with the ICU clinicians to ensure that this happens both quickly and in a
safe manner.
Patients must only return to the ward when the discharge criteria has
been met (Appendix 2).

Post-Operative: Pain Management


All staff must have completed the Trust’s administration of medication
competencies prior to administering any form of analgesia.
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Accurate pain assessment tools must be utilised and the pain score
documented (Appendix 3).
Patients should participate in the assessment process wherever possible,
non-verbal and physiological signs forming part of the assessment.
 The Abbey Pain Scale is available for pain assessment if a patient
is unable to verbalise (Appendix 4).
Paediatric pain assessment tool must be used with paediatric patients
(Appendix 5).
Appropriate analgesia, as per the pain ladder, must be given to alleviate
any discomfort (Appendix 6).
Pain score on discharge should be at a level tolerable to the patient.
Patients experiencing pain must be afforded some privacy and dignity
when receiving treatment.
There should be a referral process to the Acute Pain Team where
necessary (see section 4 for details).

Post-Operative: Infusions
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These include: Patient Controlled Analgesia (PCA) / Epidural Infusion
(PCEA/CEA), Peripheral Nerve Infusion, Spinal Anaesthetic, Ketamine and
Local Anaesthetic IV infusion.
All Registered Practitioners involved in the care of patients with any of the
above infusion devices must be competent in the use and care of the medical
devices.
A stock check must be maintained in the Controlled Drug Register when
withdrawing CD medication. A record of ward, patient hospital number and
pump number must be kept for the ACT to track and monitor the patients on
the ward.
The infusion site must be checked for patency regularly and documented.
Any reaction must be reported to an Anaesthetist and appropriate treatment
undertaken to manage the patient’s clinical condition. Accurate
documentation must be maintained and this must be included during
handover to the ward staff.
 See guidelines on the relevant information sheet for managing
adverse reactions.
All records must be complete and recorded on the relevant observation chart,
within the patient notes.
Protocols for all infusion devices, describing overall management,
troubleshooting guidelines and instructions for changing infusions must be
available within the department. These protocols must be adhered to at all
stages of the infusion.
The specified emergency drugs must be readily available.

Post-Operative Nausea and Vomiting (PONV)


PONV score must be recorded on the observation chart and appropriate
action taken.
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 Drug therapy should be administered if required and as prescribed.
Fluid loss must be recorded on the appropriate charts.
Privacy and dignity must be maintained for patients experiencing PONV.

Record Keeping and Observations






Speciality specific observation and documentation must be maintained. A
concise description of this can be found on the ‘Procedure specific
observation and documentation chart- Main Recovery’ document (Appendix
7).
Conscious level (AVPU), pain and nausea scores must be recorded with all
vital sign recording. Temperature must be measured on arrival and discharge.
All appropriate patient records should be complete before the patient is
discharged from recovery.
A record of recovery times and name of Recovery Practitioner must be
documented on the data capture forms.

Standard of care for delayed discharge to ward

10
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When a patient has met the discharge criteria and is clinically fit for transfer,
however, the ward bed is not yet available; considerations regarding the level
of nursing care should be reviewed. When appropriate, handover of care
should be given to a Band 3 HCA until the ward bed becomes available.
Alternatively, it may be appropriate for a Recovery Practitioner to receive a
second post-operative patient, whilst maintaining safe care of all patients.
 This requires appropriate patient allocation, considering the patient
acuity and demand on the service.
 In Main Recovery, this could be phrased as ‘doubling up patients’.
Ward based paperwork should be commenced at this time.

Discharge and Handover




Patients must meet the discharge criteria (Appendix 2) prior to leaving
Recovery. In certain circumstances where exceptions are made, the rationale
must be documented in the patient’s notes.
Patients should be transferred to the ward accompanied by at least 2
members of staff one of whom should be suitably trained (see table below).

Healthcare
Professional

Level of care on discharge

Level 0
HCA level 3

Level 1

Level 2

Level3

√ (no IV infusions)

CLI.THE.SOP.1166.1 Main Recovery clinical Management SOP
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AP

√

RN/ODP

√

√

√

Anaesthetist
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√

Refer to the ‘Clinical handover of care and internal transfer of Adults
(Excluding Maternity) Standard Operating Procedure’ for the level of care
classification.
The Recovery Practitioner must ensure that all of the relevant details and
documentation is relayed to the ward staff, using an SBAR approach, with
reference to the peri-operative integrated pathway.

Document Ratification Process

The design and process of review and revision of this procedural document will
comply with The Development and Management of Trust Wide Documents.
The review period for this document is set as default of five years from the date it
was last ratified, or earlier if developments within or external to the Trust indicate the
need for a significant revision to the procedures described.
This document will be approved by the Theatre Policy and Procedures Committee
and ratified by the Theatre and Anaesthetics Governance Committee.
Non-significant amendments to this document may be made, under delegated
authority from the Anaesthetics Clinical Director or by the nominated author. These
must be ratified by the Anaesthetic Clinical Director and should be reported,
retrospectively, to the Theatre and Anaesthetic Clinical Governance Committee.
Significant reviews and revisions to this document will include a consultation with
named groups, or grades across the Trust. For non-significant amendments,
informal consultation will be restricted to named groups, or grades who are directly
affected by the proposed change
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Dissemination and Implementation

Following approval and ratification, this procedural document will be published in the
Trust’s formal documents library and all staff will be notified through the Trust’s
normal notification process, currently the ‘Vital Signs’ electronic newsletter.
Document control arrangements will be in accordance with The Development and
Management of Trust Wide Documents.
The document author(s) will be responsible for agreeing the training requirements
associated with the newly ratified document with the Perioperative Matron and for
working with the Trust’s training function, if required, to arrange for the required
training to be delivered.
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Monitoring and Assurance
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What are we monitoring?

How is it monitored?

Safe care
Fundaments of care
Quality of patient care
Audits
Daily review
Saving lives
Fundaments of care
Catherine Martin- Senior ODP

Lead
Validation
Frequency

As per audit schedule

Reporting Arrangements
Sharing the Learning

15

Reference material

AAGBI (2013a) UK National Core Competencies for Post-anaesthesia Care 2013
https://www.aagbi.org/sites/default/files/corecompetencies2013.pdf
AAGBI (2013b) Immediate Post-anaesthesia Recovery 2013. Anaesthesia 2013; 68:
288-97.
AAGBI (2015) Recommendations for standards of monitoring during anaesthesia and
recovery
https://www.aagbi.org/sites/default/files/Standards_of_monitoring_2015_0.pdf
NICE (2016) Hypothermia: prevention and management in adults having surgery
https://www.nice.org.uk/Guidance/CG65

CLI.THE.SOP.1166.1 Main Recovery clinical Management SOP

10

Main Recovery Handover Checklist

Appendix 1

Recovery Handover Checklist
Handover

Before Handover:
SILENCE

Anaesthetic

Apply brakes on bed/trolley

Patient details inc. PMH, pre-op clinical status, allergies
and seizures

Attach oxygen to wall flowmeter

Type of anaesthetic

Place monitor on stand

Anaesthetic complications/ events

Quick patient assessment
 A Airway patent
 B Adequate breathing pattern
 C Adequate blood pressure and
 heart rate

Current Patient acuity

Surgical
Procedure
Surgical complications/ events
Sutures and dressings
Drains
Local anaesthetic infiltration

Intra-operative Drugs
Operation note complete
Intra-operative blood loss/ IV fluids given (turn on fluids if
applicable)













Post-operative plan
Expected complications
Monitoring parameters
Analgesia plan
IV fluids/transfusion trigger
PACU investigations
DVT prophylaxis
Medication review (drug chart)
Oxygen prescription
Antibiotics
Venous/arterial access
Infection control status

Post-operative plan
Tissue viability
Patients property
Sick note (if applicable)
Post Recovery destination
Relatives (next of kin)
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Main Recovery Discharge Criteria

Appendix 2

Although the following criteria should be met prior to discharge from recovery,
patients can discharged from recovery if their parameters are at a variance to the
documented limits, at the discretion of the Anaesthetist, who should ensure that their
reasons are documented and it is safe to do so.
•
•
•

•

•
•

•
•
•

•
•
•

The patient must be rousable to voice, able to maintain a clear airway and
has protective airway reflexes
Breathing and oxygenation must be satisfactory. Oxygen therapy must be
prescribed as appropriate.
The cardiovascular system remains stable, with no unexplained cardiac
irregularity or persistent bleeding. The specific values of pulse and blood
pressure must approximate to normal pre-operative values or be at an
acceptable level, ideally within parameters set by the anaesthetist.
o Peripheral perfusion must be adequate
Pain and postoperative nausea and vomiting must be adequately controlled
and suitable analgesic and anti-emetic regimens prescribed.
o No patient will be discharged from recovery for at least 20 minutes
after the last dose of IV opiates.
Temperature must be equal to or greater than 36°c (NICE, 2016).
o Patients must not be returned to the ward if significantly hypothermic.
Intravenous cannulae must be patent and flushed to ensure removal of any
residual anaesthetic drugs. Needle-free closed system devices must be in
place unless the patient is a daycase.
Intravenous fluids must be prescribed as appropriate
All surgical drains, drain sites, wounds and catheters should be checked and
their state documented.
The position of all central lines (excluding femoral lines) must be confirmed by
X-ray prior to the patient being discharged from recovery and the results of
the X-ray appropriately documented.
o 3-way taps must be removed and needle-free closed system devices
attached to all lumens prior to discharge, except for patients going to
ICU/HDU.
Arterial lines should be removed prior to discharge unless the patient is being
transferred to ICU/HDU then they should be left in situ.
Appropriate DVT prophylaxis must be documented.
All health records must be complete and medical notes present.

(AAGBI, 2013b)

Trust Pain Assessment Tool
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Abbey Pain Scale
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Paediatric Pain Assessment tool
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PHNT Pain Ladder
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Laparascopic bowel resection
Oesophagogastrectomy (Ivor
Lewis procedure)
Renal transplant
Formation of fistula
Endovascular aneurysm
repair
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Femoral-popliteal bypass graft
Abdominal aortic aneurysm
repair
Carotid endarterectomy
Mastectomy
Wide local excision
Transphenoidal
hypophysectomy
Microdiscectomy
Lumbar decompression
Lower spinal fusion
Burr holes
Insertion of shunt
Anterior cervical discectomy
and fusion
Craniotomy
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Surgical Procedure
Arthroscopic Orthopaedic
Total hip/knee replacement
Partial hip/knee replacement
Open shoulder
Laparoscopic gynaecological
surgery
Total abdominal hysterectomy
Laparoscopic gynaecological
surgery
Laparoscopic/vaginal
hysterectomy
Open gynaecological surgery
Lower Caesarean section
Assisted delivery
Laparascopic
cholecystectomy
Open cholecystectomy
Laparascopic
appendicectomy
Open appendicectomy
Laparascopic hernia repair
Open hernia repair
Small bowel resection
Pancreaticoduodectomy
(Whipples procedure)
Large bowel resection
Liver resection
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Procedure specific observation and
documentation chart- Main Recovery
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Authors BM/KM

NB. All patients who are in recovery for over 4 hours must have an intentional care record commenced. A NEWS observation chart must be commenced for all Adult In-patients. A MEWS
observation chart must be commenced for all Obstetric Adult In-patients.
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